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SAMHSA Measures Summary - FY 2000 GPRA Performance Plan

This table summarizes and compares, sde-by-sde, the performance measures from SAMHSA:s FY
2000 and FY 1999 GPRA plans. The table dso contains information on when baseline data was or will
be available; when targets will be determined if basdline data are not now available; and when progress
datawill be availableif it is not now available. Indl cases, SAMHSA intends to provide update data
on an annua bass.

Thefirgt severd pages of the table show long-range policy measures, program goa measures, and client
outcome measures that were developed in FY 1999 for gpplication across dl SAMHSA programs to
which they are gppropriate. These measures will begin to be gpplied in FY 1999, generating basdline
datain mogt casesin FY 2000 and update data on an annud basis beginning in FY 2001. Accordingly,
al of these common measures are developmenta in nature.

The remaining sections of the table show measures for individuad SAMHSA programs. These sections
a so contain some measures developed in the past year which did not appear in the FY 1999 GPRA
plan. The table shows these changes.

SAMHSA Measures- Long Term Policy Goals

Support and contribute to the improvement of community-based systems of mental
health caretoincreasethelevel of functioning and quality of life for adultswith
serious mental illnessesand for children with seriousemotional disturbances.

FY 2000 Measures: FY 1999 Status.
Measures.

Increase the percentage of adults with serious mental illnesswho | NewinFY 2000 Basdine: FY 2000

are currently employed or engaged in productive activities; have Targets TBD: FY 2000
apermanent placeto livein the community; have not had contact Update: FY 2001

with the criminal justice system. Increase the percentage of

children with serious emotional disturbances who attend school Note: SAMHSA core
regularly; reside in a stable environment; and have no contact client outcome

with the juvenile justice system. Specific targets have not yet measures will be utilized
been established pending availability of baseline data. to generate these data.

Target: TBD




Educate and enable Americas youth to reject illegal drugs aswell as underage use of

alcohol.
FY 2000 Measures: FY 1999 Satus:
Measures:
Reverse upward trend and cut monthly marijuana use among 12 New in FY 2000 Basdine: FY 2000

to 17-year-olds by 25 percent from the 1995 baseline of 8.2
percent to 6.2 percent by the end of FY 2002. By 2002, reduce the
prevalence of past month use of illegal drugs and alcohol by
youth by 20 percent as measured against the 1996 base year. By
2007, reduce this prevalence by 50 percent. Reduce tobacco use
by youth by 25 percent by 2002 and by 55 percent by 2007.
Target: see measures above.

Targets determined.
Update: FY 2001

Note: National baseline
dataalready are
available, updated each
year. Program-level
datawill begin to be
generated in FY 2000.

Assist Statesand communities by supporting and helping to improvetheir substance

abuse prevention and treatment efforts.

FY 2000 Measures: FY 1999 Satus:
Measures:
(a) Increase the percentage of adults receiving substance abuse | New inFY 2000 Basdine: FY 2000

services who are currently employed or engaged in productive
activities; had a permanent place to live in the community; had no
or reduced involvement with the criminal justice system;
experienced no or reduced alcohol or illegal drug related health,
behavior, or social consequences, and had no past month
substance abuse (Specific targets have not yet been established
pending availability of baseline data). By 2007, as compared to
the 2001 base year, achieve for those completing substance
abuse treatment programs a: 10 percent increasein full time
employment (adults); a 10 percent increase in educational status
(adolescents); a 10 percent decreaseinillegal activity; and a10
percent increase in general medical health.

(b) Reduce the size of the treatment gap, defined asthe
difference between those seeking treatment and those receiving
it. By 2002, reduce the public treatment gap by at least 20 percent
as compared to the 1996 base year; by 2007, reduce the gap by at
least 50 percent. National data source under considerationin
cooperation with ONDCP. SAMHSA will collect program level
data.

Target for (a): TBD. Target for (B): Consistent with ONDCP
PME

Targets TBD: FY 2000
Update: FY 2001

Note: SAMHSA core
client outcome
measures and other
program datawill be
utilized to generate
data. A national data
source for these
measures does not exist
at thistime.




SAMHSA Measures- Program Goals

Goal 1: Bridgethe Gap between knowledge and practice.

FY 2000 Measures: FY 1999 Satus:

Measures:
Increase the percentage of completed knowledge devel opment New in FY 2000 Basdine: FY 2000
activitiesthat are recommended for further dissemination asa Targets TBD:FY 2000
knowledge application program Update:FY 2001
Target: TBD
Goal 2: Promotethe adoption of best practices.
FY 2000 Measures: FY 1999 Satus:

Measures:
Increase the percentage of completed knowledge application New in FY 2000 BasdinelFY 2000
activities that change user practice, or are adopted by users Targets TBD: FY 2000
Target: TBD Update: FY 2001
Goal 3: Assure servicesavailability / meet tar geted needs
FY 2000 Measures: FY 1999 Satus:

Measures:
Increase the percentage of completed targeted capacity New in FY 2000 Basdine: FY 2000
expansion activities that assured service availability or otherwise Target TBD: FY 2000
met the identified need. Update:FY 2001
Target: TBD
Goal 4: Enhance service system performance
FY 2000 Measures: FY 1999 Satus:

Measures:
Increase the utility of Federal, State, and local datato enhance New in FY 2000 Basdine: FY 2000
service system performance. Target TBD:FY 2000
Target: TBD Update:FY 2001




SAMHSA and Program Level Measures- CORE CLIENT OUTCOMES

Goal: Increase client outcomesin SAMHSA funded programs

Note: To be applied to
al SAMHSA
discretionary programs,
as appropriate.

FY 2000 Measures:

FY 1999
Measures.

Satus.

Substance Abuse Prevention M easures (Children):

Over the past month, the percent of children:

a) Using substances declined for those receiving services
compared to the national average or project baselines

b) Strongly disapproving of substance use increased for those
receiving services compared to the national average or project
baselines

¢) Perceiving personal/health risks associated with the
consequences of substance abuse increased for those receiving
services compared to the national average or project baselines
Target: TBD

New in FY 2000

Basdline: FY 2000
Targets TBD: FY 2000
Update: FY 2001

Substance Abuse Prevention M easures (Adults):

Over the past month, the percent of parents/adults:

a) Usingillegal drugs declined for those receiving services
compared to the national average or project baselines.

b) Strongly disapproving of substance use increased for those
receiving services compared to the national average or project
baselines.

¢) Perceiving personal/health risks associated with the
consequences of substance abuse/misuse increased for those
receiving services compared to the national average or project
baselines.

Target: TBD

New in FY 2000

Basdine: FY 2000
Targets TBD: FY 2000
Update: FY 2001

Mental Health and Substance Abuse Treatment M easures
(Children):

Over the past year, percent of children/adol escents under age 18
receiving services who:

a) were attending school

b) wereresiding in astable living environment

¢) had no involvement in the juvenile justice system

d) had no past month use of alcohol or illegal drugs (population
datalimited to 12-17 year olds)

Target: TBD

New in FY 2000

Basdline: FY 2000
Targets TBD: FY 2000
Update: FY 2001

Mental Health and Substance Abuse Treatment M easures
(Adults):

New in FY 2000

Basdline: FY 2000
Targets TBD: FY 2000
Update: FY 2001




Goal: Increase client outcomesin SAMHSA funded programs

Note: To be applied to

al SAMHSA
discretionary programs,
as appropriate.

Over the past year, percent of adults receiving servicesincreased

who:

a) were currently employed or engaged in productive activities

b) had a permanent place to live in the community

¢) had reduced involvement with the criminal justice system

d) experienced reduced alcohol or illegal drug related health,

behavior, or social consequences, including the misuse of

prescription drugs

Target: TBD

Additional Measures for Substance Abuse Treatment and New in FY 2000 Basdline: FY 2000

Prevention: Targets TBD: FY 2000
Update:FY 2001

Over the past month, the percent increase of adults receiving
services who had no past month use of illegal drugs or misuse of
prescription drugs

Target: TBD

Over the past month, the percent increase of youth (population
datalimited to 12-17 year olds) receiving serviceswho
experienced no substance abuse related health, behavior, or
social consegquences

Target: TBD




SAMHSA Program Goal 3: Assure Services Availability /
Meet Targeted Needs

Program Level Measures- Block Grants

CMHS Community Mental Health ServicesBlock Grant

Goal: Toimprovecommunity based systemsof carein order toincrease
thelevel of functioning and quality of lifefor adultswith serious mental
illnessesand for children with serious emotional disturbances.

FY 1997 Actud:  $275,420,000
FY 1998 Actud:  $275,420,000
FY 1999 Enacted: $288,816,000

FY 2000 Estimate: $358,816,000

FY 2000 Measures: FY 1999 Status:
Measures:
Measure 1. Increase % of adults with seriousmental | New in FY 2000 Basdine: FY 2000
illness who are employed, are living independently, Targets TBD: FY 2000
and have had no contact with the criminal justice Update: FY 2001
system. Increase % of children with serious
emotional disturbance who attend school regularly,
reside in a stable environment, and have no contact
with the juvenile justice system.
Target: TBD
Measure 2. Ten Stateswill pilot 28 New in FY 2000 Basdine: FY 2000
performance indicators Targets TBD:  FY 2000
Target: TBD Update; FY 2001
Measure Dropped
l.Increase
satisfaction with
technical
assistance to 80%
Measure 2. Dropped
Increase to 80%
the proportion of
States that utilize
common
definitions
and data
collection
approaches
CSAP Substance Abuse Prevention Set-aside From SAPT Block Grant FY 1997 Actua:  $248,920,000
Goal: Toexpand and enhance substance abuse prevention services FY 1998 Actua:  $248,920,000
FY 1999 Enacted:  $301,150,000
FY 2000 Esimate:  $306,850,000
FY 2000 Measures: FY 1999 Satus:

Measures:




CSAP Substance Abuse Prevention Set-aside From SAPT Block Grant FY 1997 Actua:  $248,920,000
Goal: Toexpand and enhance substance abuse prevention services FY 1998 Actua:  $248,920,000
FY 1999 Enacted:  $301,150,000
FY 2000 Edimate:  $306,850,000
Measure 1. Increase % of Statesthat incorporate Was Measure 3. Basdine: FY 1999
needs assessment data into block grant application Similar to FY 2000. | Targets TBD: FY 1999
Target: TBD Tentative target Update: FY 2000
was 45%
Measure 2. Increase % of Statesthat usefundsin Was Measure 1. Basdine: FY 1999
each of 6 prevention strategy areas SameasFY 2000. | Targets TBD: FY 1999
Target: TBD Tentative target Update: FY 2000
was 80%
Measure 3. Maintain satisfaction with TA Was Measure 5. Basdine: FY 1997
Target: 90% Samemeasureand | Targets Determined.

target as FY 2000.

Update: Annually

Measure 4. ldentify and complete testing of
prevention performance outcome measures
Target: 5 outcome measures tested in 11 States

Was Measure 6.
Same measure and
target as FY 2000.

Basdine: FY 1998
Targets Determined.
Update: Annually

Measure 2. 30%
of States use 20%
of grant to fund
community
mobilization and
empowerment
strategies

Dropped

Measure 4. 30%
of States use
validated and
standardized
measure for
States- prevention
program

Dropped

CSAT Substance Abuse Prevention and
Treatment Block Grant

Goal: Tosupport prevention and treatment service

FY 1998 Actud:  $1,310,107,000
FY 1999 Enacted: $1,585,000,000
FY 2000 Egtimate: $1,615,000,000
(These are total s before deducting
20% Prevention Set-Aside)

FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. Outcome indicatorswill be reported New in FY 2000 Basdine: FY 2001

voluntarily as part of FY 2000 block grant application

Targets TBD: FY 2001
Update: FY 2002




CSAT Substance Abuse Prevention and
Treatment Block Grant

Goal: Tosupport prevention and treatment service

FY 1998 Actud:  $1,310,107,000
FY 1999 Enacted: $1,585,000,000
FY 2000 Estimate: $1,615,000,000
(These are total s before deducting
20% Prevention Set-Aside)

Over the past year, percent of adults receiving
servicesincreased who:

a. were currently employed or engaged in productive
activities

b. had a permanent place to live in the community

¢. had no/reduced involvement with the criminal
justice system

d. experience no/reduced alcohol or illegal drug
related health, behavior, or social consequences, e.
had no past month substance abuse

Over the past year, percent of children/ adolescents
under age 18 receiving services increased who:

a. were attending school

b. wereresiding in astable living environment

c. had no/reduced involvement in the juvenile justice
system

d. had no past month use of alcohal or illegal drugs
(population data limited to 12-17 year olds),

e. experienced no/reduced substance abuse related
health, behavior, or social consequences

Target: TBD

Measure 2. Develop and implement performance New in FY 2000 Basdine: FY 2000
outcome measures for SAPT block grant Targets TBD: FY 2000
Target: TBD Update: FY 2001
Measure 3. Increase % of States that express Was Measure 4. Basdine: FY 1999
satisfaction with TA provided SameasFY 2000. | Targets TBD: FY 1999
Target: TBD Tentativetarget: | Update: FY 2000

85%
Measure 4. Increase % of TA eventsthat resultin Was Measure 5. Basdine: FY 1999
systems, program or practice change Same as FY 2000. Targets TBD: FY 1999
Target: TBD Tentative target: Update: FY 2000

50%

Measure 1. Dropped

Increaseto 75%

the proportion of

BG applications

received

electronically

Measure 2: Dropped

Increase to 80%

the proportion of
BG applications




CSAT Substance Abuse Prevention and
Treatment Block Grant

Goal: Tosupport prevention and treatment service

FY 1998 Actud:  $1,310,107,000
FY 1999 Enacted: $1,585,000,000
FY 2000 Estimate: $1,615,000,000
(These are total s before deducting
20% Prevention Set-Aside)

which include
needs assessment
datafrom CSAT's
needs assessment
program

Measure 3:
Identify and pilot
7 treatment
outcome
measuresin 7
States

Dropped




CMHS Children'sMental Health

Goal: Toimprove outcomesfor children and their familiesby
implementing systems of carefor children seriousemotional

FY 1997 Actud:  $69,896,000
FY 1998 Actud:  $72,927,000
FY 1999 Enacted:  $78,000,000

FY 2000 Estimate:  $78,000,000

disturbance.
FY 2000 Measures: FY 1999 Satus:

Measures:
Measure 1. Increase Interagency collaboration: SameasFY 2000. Basdine FY 1997
-Referrals from non-MH agenciesfor MH services Target for each Targets Determined.
will increase element was 5%. Update: Annually
Target: 10%
-Referrals from juvenilejustice programs will increase
Target: 12%
-Caserecords that reflect cross-agency treatment
planning will increase
Target: 10%
Measure 2. Decrease utilization of Same as FY 2000. Basdine: FY 1997
Inpatient/residential treatment (avg daysin facility) Target was 20%. Targets Determined.
Target: 20% of FY 1997 basdline Update: Annually
Measure 3. Children's outcomes: Was Measures 3 Basdine: FY 1997

-Increase the number of children attending school
75% of thetime

Target: 10%

-Increase the number of children with law
enforcements contacts at entry who have no law
enforcement contacts after 6 months

Target: 57%

& 4. Target was
10% for school
attendance.
Measure for law
enforcement was
to increase
referralsfrom
Juvenile Justice
by 10%.

Targets Determined.
Update: Annually

Note: Revised FY 2000 measure for
law enforcement better captures the
outcome.

Measure 4. Increase level of family satisfactionwith | Was Measure 5. BasdinelFY 1997

services SameasFY 2000. | Targets Determined.:

Target: 10% over FY 1997 baseline Target Update: Annually
unchanged.

Measure 5. Increase stahility of living arrangements Was Measure 6. Basdine: FY 1997

by decreasing the number of children having more Target was 10%. Targets Determined.

than one living arrangement within 6 months
Target: 25% over FY 1997 baseline

Update: Annually




CMHS Protection and Advocacy FY 1997 Actud:  $21,957,000
FY 1998 Actud:  $21,957,000
Goal: Through advocacy activities, to reduceincident of abuse, neglect, FY 1999 Enacted:  $22,957,000
and civil rightsviolationsof individualswith mental illnessin residential FY 2000 Estimate:  $22,957,000
facilities.
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. At least 9,000 complaints of abuse will be | New in FY 2000. Basdine FY 1997
addressed by State PAIMI systems Target determined.
Target: 9,000 Update: Annually
Measure 2. Maintain the number of individuals Same as FY 2000. Basdine: FY 1996
attending public education and training activitiesand | FY 1999 target Targets determined.
public awareness activities revised based on | Update: Annually
Target: 160,000 baseline data.
Origind FY 1999
target: 120,000,
revised FY 1999
target 160,000.
Measure 3. Maintain the percentage of prioritiesand | SameasFY 2000. Basdine: FY 1997
goals that have made substantial progress Same target. Targets determined.
Target: 70% Update: Annually
Measure 4. Increase the number of substantiated Same as FY 2000. Basdine: FY 1999
incidents of abuse, neglect or rights violations Tentative target Targets TBD: FY 1999
reported by clients which are favorably resolved was 55%. Update: FY 2001

Target: TBD




CMHSPATH Homeéess Formula Grants FY 1997 Actud:  $20,000,000
FY 1998 Actud:  $23,000,000
Goal: To provide servicesto enable per sonswho are homeless FY 1999 Enacted:  $26,000,000
and have serious mental illnessto be placein appropriate housing FY 2000 Estimate:  $31,000,000
stuation and to engage them with formal mental health treatment and
systems
FY 2000 Measures: FY 1999 Status:
Measures:
Measure 1. Increaseto 115,000 the number of Sameas FY 2000. Basdine: FY 1996
persons contacted relative to population in need FY 1999 target has | Targets Determined.
Target: 115,000/600,000 been revised Update: Annually
upward from
92,000to 102,000
based upon latest
data.
Measure 2. Increase the percentage of participating Same as FY 2000, Basdine: FY 1996

agencies that offer outreach services
Target: 80%

with atarget of
70%

Targets Determined.

Update: Annually

Measure 3. Maintain the percentage of persons
contacted who become enrolled clients at 30% or
greater

Target: 33%

SameasFY 2000,
with atarget of
30%

Basdine: FY 1996

Targets Determined.

Update: Annually

CSAP State Incentive Grants (SIG)

Goal: Assist Governorsto coordinate, leverage and/or redirect all
substance abuse prevention resour ces; develop strategy to reducedrug

FY 1997 Actud: $15,000,000
FY 1998 Enacted: $55,993,000

FY 1999 Enacted:

$61,652,000

FY 2000 Estimate: $61,652,000

use by youth
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. Increase State collaboration rating New in FY 2000 Basdine: FY 1999
Target: TBD Targets TBD: FY 1999
Update: FY 2000
Measure 2. Decrease past month substance use for New in FY 2000 Basdine: FY 1999

youth 12-17
Target: 15% reduction

Targets TBD: FY 1999

Update: FY 2000




CSAP Community Coalition Program

Goal: Toincrease community involvement in dealing with
problems of substance abuse and itsattendant effects; to promotethe
development of infrastructurein communitiesfor initiating and

facilitating substance abuse prevention activities

FY 1997 Actud:  $36,171,000
FY 1998 Actud: $ 8,318,000

FY 1999 Enacted: $ 6,422,000 FY

2000 Egtimate: $ 473,000

FY 2000 Measures: FY 1999 Satus:
Measures:
Project completed. Two measures repeated in FY Measure 1. Basdine: FY 1995
2000 performance plan. Final reporting should occur | Increasethemean | Targets Determined.
inthe FY 2001 plan, after which this program will number of Final dataavailable: FY 1999
drop from the plan/report. organizations
participating in
coalition activities
Target: 40%
Measure 2. Basdine: FY 1998
Increase Targets Determined.
prevention Final data available: FY 1999
services that

promote coalition
efforts
Target: 100%

Measure 3.
Number of
volunteer hours

Dropped

CSAP Synar Amendment (Section 1926) | mplementation

Goal: Toreducethesalesrate of tobacco productsto

FY 1997 Actud:  $1,350,000
FY 1998 Actud: $1,400,000
FY 1999 Enacted: $1,300,000

minorsin all States FY 2000 Egimate: $1,500,000
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. Increase number of States whoseratesof | Was measure 3. Basdine: FY 1997
tobacco sales to minors viokationsis at or below SameasFY 2000. | Targets Determined.
20% Target was 8 Update: Annually
Target: 12 States States.
Measure 2. Maintain periodic technical assistance Sameas FY 2000. Basdine: FY 1997
for implementation of guidelines Target wasto Targets Determined.

Target: 100%

increase to 100%

Update: Annually

Measure 1.
Develop measure
of violation rate

Dropped




CSAT Targeted Capacity Expansion

Goal: Toaddressgapsin treatment capacity

FY 1998 Actud:  $24,732,000
FY 1999 Enected: ~ $55,232,000
FY 2000 Estimate: $110,232,000

FY 2000 Measures: FY 1999 Satus:
Measures:

Measure 1. Increase the proportion of clients served Program first Basdine: FY 2000
Target: TBD reported in FY Targets TBD: FY 2000

2000. Update: FY 2001
Measure 2. SAMHSA core measures Program first Basdine: FY 2000
(Adults and Adolescents: employed or in school; reported in FY Targets TBD: FY 2000
permanent living; reduced involvement with the 2000 Update: FY 2001

criminal justice system; no substance abuse related
health, behavior or social consequences)
Target: TBD

SAMHSA Goalsland 2

Program Level Measures - Knowledge Development and Application

Note: This program consists of many relatively small Knowledge Development and Application activities. Therefore,
only selected examples are shown in the GPRA Performance Plan.

CMHSACCESS (Knowledge Development) FY 1997 Actud: $19,568,000

FY 1998 Actua: $1,891,000
Goal: Toexaminetheimpact of integrated service systemson FY 1999 Enacted: $1,600,000 FY
providing servicesto personswho are homeless and seriously mentally 2000 Egtimate: $ 450,000
ill.

FY 2000 Measures: FY 1999 Satus:
Measures:

Measure 1. Level of systemsintegration Was Measure 2 Basdine: FY 1994

Target: .74

(slight rewording).

Targets Determined.

Same target. Update:Biennialy
Measure 2. Client outcomes for days housed, days Was Measure 3. Basdine: FY 1996
of drug use, number of daysin outpatient psychiatric | SameasFY 2000 Targets Determined.

services, and percentage committing aminor crime.
Targets: Cohort 4 shows equal or greater
improvement than the previous cohorts.

(slight rewording)
Target: > cohort 3

Update: 4th cohort availablein late
1999

Measure 1. 100%
implementation of
integration
strategies

Dropped (completed)




CMHS Employment I ntervention Demonstration Program(EIDP)

Goal: Development of the most effective approachesfor enhancing

FY 1997 Actual: $4,840,000
FY 1998 Actual: $4,749,000
FY 1999 Enacted: $3,942,000

competitive employment for adultswith severe mental illness FY 2000 Estimate: 0
FY 2000 Measures: FY 1999 Satus:

Measures:
Measure 1. Employment outcomes Was Measure 2. Basdine: FY 1999
Target: TBD Same as FY 2000. Targets TBD: FY 1999

Update: FY 2001

Measure 2. Development of direct costsfor various New in FY 2000. Basdine: FY 1999
models Targets TBD: FY 1999
Target: TBD Update: FY 2001

Measure 1. Dropped

Fidelity

assessment

CMHS K nowledge Exchange Network (KEN)
(Knowledge Application)

Goals: To provideinformation about mental health to consumers, their
families, the general public, policy makers, providers, and resear cher

FY 1997 Actud: $ 453,421
FY 1998 Actua: $1,158,611
FY 1999 Enacted: $1,190,814
FY 2000 Estimate; $1,500,000

FY 2000 Measures: FY 1999 Satus:
Measures:

Measure 1. Increase usefulness of KEN information Same as FY 2000. Basdine: FY 1999
Target: TBD Targets TBD: FY 1999

Update: FY 2000
Measure 2. Increase number of requests for Sameas FY 2000. Basdine: FY 1998
brochures information kits & publications; connects | (Target wasal0% | Targets Determined.
to web telephoneinquiries increase over Update: Annually

Target: 10% increase each year

previous year)




CMHS Community Action Grantsfor Service
Systems Change (Knowledge Application)

Goal: Toidentify exemplary practicesfor mental health servicesto
personswith serious mental illness and to accomplish adoption of such
practicesin as many communities as possible

FY 1997 Actud:  $2,474,000
FY 1998 Actud:  $3,129,000
FY 1999 Enacted: $ 3,000,000
FY 2000 Estimate: $ 4,500,000

FY 2000 Measures: FY 1999 Satus:

Measures:
Measure 1: Phase | grantees achieve consensusand | Was Measure 2. Basdine: FY 1998
move toward adoption of an exemplary practice. SameasFY 2000. | Target Determined.
Grantees have appropriate process data Same target. Update: Annually.
Target: 50%
Measure 2: Exemplary practices funded in Phase | Was Measure 3. Basdine: FY 1999
grants are adopted in Phase |1 grants SameasFY 2000. | Target Determined.
Target: 50% Sametarget. Update: Annually

Measure 1. 50 Dropped

applicants

identify & justify

an exemplary

practice or

program that

meets CMHS

criteria

CSAP Predictor Variables
(Knowledge Devel opment)

FY 1997 Actud:  $5,700,000
FY 1998 Actud:  $5,708,000
FY 1999 Enacted: $2,561,000

Goals: Generate new knowledge about effective approaches. FY 2000 Edimate: $ 0
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. Implement effective models Was Measure 2. Basdine: FY 1998
Target: 80% of sites SameasFY 2000. | Target Determined.

Note: This program has been completed and will be
reported fully inthe FY 2001 plan.

Final Data Available: FY 2000

Measure 2. For children 9+, decreasein use of Was Measure 3. Basdine: FY 1999
alcohol, tobacco, & drug use compared to childrenin | SameasFY 2000. | Targets TBD: FY 1999
comparison group Update: FY 2000
Target: TBD (Analysis of data collected in 1997 and
1998 is not yet complete).

Measure 1: All Dropped

siteswill collect
data on predictor
variables




CSAP Starting Early/Starting Smart: Early Childhood Collaboration

Proj ect (SESS)
(Knowledge Devel opment)

FY 1997 Actud:  $6,200,000
FY 1998 Actud: $8,277,000
FY 1999 Enacted: $7,986,000

Goal: Totest the effectiveness of integrating mental health and substance | FY 2000 Estimate: $7,422,000
abuse prevention and treatment services, for children agesbirth to seven
yearsand their families/care givers, with primary health care service
settingsor early childhood service settings.
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. SAMHSA and partners execute Sameas FY 2000. Basdine: FY 1997
Memoranda of Understanding Target expected Targets Determined.

Target: 100% to be achieved. Update: Annually
Measure 2. Establish baseline data (Physical health, | NewinFY 2000. Basdine: FY 1999
behavior, social and emotional functioning, language | Once baselines Targets TBD: FY 1999
development are established, Update: FY 2001
Target: TBD thiswill bea

measure to report

outcomes.

Measure 2. Dropped

Report preliminary

process and

outcome findings
CSAP Youth Connect - High Risk Youth FY 1998 Actual:  $6,000,000

(Knowledge Devel opment)

Goal: Prevent or reduce substance abuse by improving school bonding
and academic performance, family bonding and functioning, and life

management skills

FY 1999 Enacted:  $7,000,000
FY 2000 Egtimate:  $7,000,000

Notethat thisprogram isfunded
from the High Risk Youth budget

activity.
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. Decrease substance abuse and related Program first Basdine: FY 2000
violence for treatment subjects relative to similar included in FY Targets TBD: FY 2000
population without prevention programming 2000 plan. Update:FY 2001
Tentative Target: 10%
Measure 2. Siteswill document modelsthat are Program first Basdine: FY 1999
determined to be both effective and replicable included in FY Targets TBD: FY 1999
Tentative Target: 60% 2000 plan. Update: FY 2001




CSAP Managed Care Workplace Substance Abuse

Prevention I nitiatives

(Knowledge Development)

FY 1997 Actud:  $4,500,000
FY 1998 Actud:  $4,594,000
FY 1999 Enacted: $4,672,000

FY 2000 Estimate: 0

Goal: To determine which workplace substance abuse prevention and
early intervention programsarethe most effectivein reducing the
incidence and prevalence of substance abuse
FY 2000 Measures: FY 1999 Satus:

Measures:
Measure 1. Reach agreement in FY 1999 on core Program first Basdine: FY 1998
process and outcome measures for cross site includedin FY Target Determined.
analysis 2000 plan. Update: FY 1999
Target: 100%
Measure 2: Health care utilization will increase as Program first Basdine: FY 1999
defined by pre-post intervention in prospective included in FY Target TBD: FY 1999
studies 2000 plan. Update: FY 2000
Target: TBD
CSAP Clearinghouse Program (NCADI) FY 1998 Actua:  $9,162,000

(Knowledge Application)

Goals: To provideinformation about mental health to consumers, their
families, the general public, policy makers, providers, and researchers

FY 1999 Enacted: $2,023,000
FY 2000 Estimate:  $4,729,000

FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. Increase number of information requests | Measure 1 Basdine: FY 1997
- phone, mail, Prevline, walk-ins (dlightly Target Determined.

Target: 10% over FY 1997 baseline

reworded. Target
was 5% over 1997
baseline.

Update: Annually

Measure 1. Maintain Customer satisfaction Measure 3 Basdine FY 1997
Target: 85% (dlightly Target Determined.
reworded). Same | Update: Annually.
target.
Measure 2: Dropped
Increase
distribution of
hard copy and

electronic items




CSAP Media - National Public Education/Y SAPI FY 1997 Actua:  $1,000,000
(Knowledge Application) FY 1998 Actual: $0
FY 1999 Enacted: $0
Goal: Toraisepublicawarenessabout substance abuse prevention FY 2000 Egtimate $0
issues, and to promote healthy changesin individual and group attitudes
and behavior
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. Mediaplacements & media access Previously Basdine FY 1997
Target: 5% over 1997 basdline reported as Target Determined.
separate Y SAPI Update: Annualy.
section. Sameas
FY 2000. Same
target.
CSAP Centersfor the Application of Prevention Technologies FY 1997 Actual: $5,200,000
(Knowledge Application) FY 1998 Actual: $6,410,000
FY 1999 Enacted:  $6,449,000
Goal: Toincreasethe number of scientifically defensible programs, FY 2000 Estimate: ~ $6,449,000
practices, and policies adapted and sustained by the stateincentive
granteesand their subrecipients
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1: Increase the number of technical Firstincluded in Basdine: FY 1998
assistance contact hours and an increasein the FY 2000 plan. Target Determined.
number of prevention technologies introduced to all Update: Annually
SIGS & their subrecipients
Target: 25% increase
Measure 2: Past month substance use will decrease Firstincluded in Basdine: FY 1997
among youth 12-17 years old FY 2000 plan Target Determined.
Target: 15% decline from baseline (YSAPI measure). | Update: Annually.




CSAT Treating Adult Marijuana Users
(Knowledge Devel opment)

Goal: To enhance knowledge about treating adult marijuana users

FY 1997 Actud: $1,300,000
FY 1997 Actud: $1,680,000
FY 1998 Actud: $1,844,000

FY 2000 Measures: FY 1999 Status.

Measures:
Measure 1: Submit two clinical intervention manuals Was Measure 4. Basdine FY 1997
with lessons learned SameasFY 2000. | Target Determined.
Target: 2 manuas Update:FY 1999
Measure 2: Clients provided 12 weeks of treatment New in FY 2000. Basdine: FY 1999

will have better outcomes than those provided 6
weeks
Target: TBD

Target TBD: FY 2000
Update:FY 2001

Measure 1. Final
protocols from
100% of sites

Dropped

Measure 2.
Complete
intervention &
final data
collection at100%
of sites

Dropped

Measure 3. Sites
will conduct and
submit data
analysis

Dropped




CSAT Wraparound Servicesfor Clientsin Nonresidential Programs

(Knowledge Devel opment)

Goal: To enhance knowledge about the effects on outcomes of providing

FY 1996 Actual: $1,200,000
FY 1997 Actud: $2,339,000
FY 1998 Actual: $2,005,000

wrap around services (e.g.,child care, transportation, educational FY 1999 Enacted: 0
services)
FY 2000 Measures: FY 1999 Satus:

Measures:
Measure 1. Coordinating Center will develop and Was Measure 3. Basdine: FY 1999
apply statistical models SameasFY 2000. | Target TBD: FY 1999
Target: TBD Update: FY 2001
Measure 2. Final reports with findings, Was Measure 4. Basdine: FY 1996
documented databases and statistical models are SameasFY 2000. | Target determined.
transmitted to CSAT, results validated Update: FY 2001
Target: 100% of final reports
Measure 3. Clientsreceiving wrap-around services New in FY 2000. Basdine: FY 2000
will have better outcomes than clients who receive Target TBD: FY 2000
substance abuse treatment alone Update: FY 2001
Target: TBD

Measure 1. Dropped

Finalize protocol

for

collecting data,

conducting data

analysis, etc.

Measure 2. Dropped

Complete

observation study

and final data

collection at all

clinical sites

CSAT Treating Teen Marijuana Users
(Knowledge Devel opment)

Goal: To enhance knowledge about treating teen marijuana users

FY 1997 Actual: $1,950,000
FY 1998 Actual: $3,200,000
FY 1999 Enacted:  $3,200,000

FY 2000 Measures: FY 1999 Satus:

Measures:
Measure 1: Clientstreated with al five modelswill New in FY 2000 Basdine: FY 1999
have significantly reduced marijuana use but none of Target TBD: FY 1999
the treatment will be more effective than the others Update:FY 2000

Target: TBD




CSAT Addiction Technology Transfer Centers (Knowledge

Application)

Goals. Promotethe adoption of best practices

FY 1998 Actud:  $7,545,000
FY 1999 Enacted: $7,545,000
FY 2000 Estimate: $7,545,000

FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1. Individualstrained per year New in FY 2000 Basdine FY 1997
Target: 12,000 Target Determined.
Update: Annually
Measure 2. Develop and implement nationally New in FY 2000 Basdine: FY 1998

recognized standards for education and training
professionals

Target: All States adopt standard by

FY 2002

Target Determined.
Update: Annually.

OMC Managed CareActivities
(Knowledge Development and Application)

Goal: Promotethe availability of effective servicesto personsenrolled in

Funding is derived from the
Knowledge Development and
Application budget activity.

managed care

FY 2000 Measures: FY 1999 Satus:

Measures:

Measure 1: Publication of reports on managed mental | SameasFY 2000 Basdline: FY 1998
health and substance abuse services Target Determined.
Target: 9 reports Update:Annually
Measure 2. Provide training on managed mental New in FY 2000 Basdine: FY 1998
health and substance abuse issues Target Determined.
Target: 80% satisfaction with training Update:Annually
Measure 3. Reported satisfaction with their Was Measure 2. Basdine: FY 1999
involvement in Managed Care procurement, SameasFY 2000 Target Determined.
contracting and monitoring Update:Annually
Target: 10 States
Measure 4. Release and use of detailed managed New in FY 2000 Basdine: FY 1998

mental health and substance abuse quality
management and accreditation guidelines
Target: 1/2 of the States negotiating Medicaid
managed care contracts

Target Determined.
Update:Annually




SAMHSA GOAL 4

Program Level Measures - Data

OAS National Household Survey on Drug Use (NHSD)

Goal: To provide estimates of the prevalence of substance abuse at the
national level and in the 50 Statesand the District of Columbia

FY 1997 Actud: $16,792,000
FY 1998 Actud:  $10,000,000
FY 1999 Enacted: $26,881,000
FY 2000 Egtimate: $43,343,000

FY 2000 Measures: FY 1999 Satus:
Measures:

Measure 1: Availability of datacollection systemin SameasFY 2000 Basdine: FY 1999
calendar year 1999 Target Determined.
Target: 1999 Update:FY 2000
Measure 2: Availability and timeliness of datain Same asFY 2000 Basdine: FY 2000
calendar year 2000 Target Determined.
Target: 2000 Update:FY 2001

OASDrug Abuse Warning Network (DAWN)

Goal: To provide estimates of drug-related emergency department visits

FY 1997 Actud:  $2,771,000
FY 1998 Actud:  $5,936,000
FY 1999 Enacted: $5,401,000

at thenational level, and for 21 large metropolitan areas FY 2000 Estimate: $6,646,000
FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1: Availability and timeliness of data New in FY 2000 Basdline: FY 1999
Target: TBD Target TBD: FY 1999
Update:FY 2000
OASDrug Abuse Services I nformation System (DASIS) FY 1997 Actud:  $5,515,000
FY 1998 Actud:  $6,860,000
Goal: To provideinformation on the services available for substance FY 1999 Enacted:  $7,586,000

abusetreatment in the United States, and on the characteristics of

patients admitted to treatment

FY 2000 Estimate:  $9,301,000

FY 2000 Measures: FY 1999 Satus:
Measures:
Measure 1: Availability and timeliness of data New in FY 2000 Basdine: FY 1999

Target: TBD

Target TBD: FY 1999
Update:FY 2000




Part | - Agency Performance Plan

The Substance Abuse and Mental Hedlth Services Administration (SAMHSA) was created on October
1, 1992. According to its authorizing legidation, the purpose of the agency isA to establish and
implement a comprehensive program to improve the provison of trestment and related servicesto
individuas with respect to substance abuse and menta illness, and to improve prevention services,
promote menta hedth and protect the legd rights of individuas with mentd illnesses and individuals who
are substance abusersi. The purpose of the reorganization was to create a focus on and enhance
substance abuse and mental hedlth services programs and activities. The misson set out in the
legidation was broad. However, the array of programs that the new agency inherited addressed only a
part of that mission, and the budgetary climate was austere a al levels of government - Federd, State,
and locdl.

In 1996, SAMHSA published its srategic vison, incuding the following misson satement:

SAM HSA=s mission within the Nation=s health system isto improve the quality and
availability of prevention, early intervention, treatment, and rehabilitation servicesfor
substance abuse and mental illnesses, including co-occurring disorders, in order to improve
health and reduceillness, death, disability, and cost to society.

Significant accomplishments of SAMHSA:=s components may be found in each section of the budget
narrative.

Relationship to the HHS Strategic Plan

SAMHSA:s programs support dl of the goas of the Department of Hedlth and Human Services
Strategic Plan. SAMHSA aso isresponsible for the FY 1999 Secretarid initiative, APrevent Y outh
Substance Abuse,§ and contributes to dl other Secretarid initiatives. Some of the waysin which
SAMHSA contributes to the goals of the HHS Strategic Plan are as follows:

ReducetheMajor Threatsto the Health and Productivity of All Americans(Goal 1): SAMHSA:s substance abuse
prevention and treatment activities, both through the block grants and the KD& As, directly advance the
achievement of Astrategic objectivesi under Goal 1 to curb alcohol abuse (1.4) and reduce theillicit use of drugs (1.5).

I mprove the Economic and Social Well-Being of I ndividuals, Families, and Communitiesin the United States (Goal
2): SAMHSA programs, including the Children-s Mental Health Program and the Starting Early/Starting Smart
Program, (SESS) clearly contribute to the achievement of Goal 2.

Improve Accessto Health Services and Ensurethe Integrity of the Nation=s Health Entitlement and Safety Net
Programs (Goal 3): By supporting Statesin identifying and addressing substance abuse and mental health needs
through the block grants -- and in reporting on their performance through acommon set of performance measures,
SAMHSA promotes not only the accomplishment of Goal 3, but also intergovernmental performance-based
accountability.

Improvethe Quality of Health Careand Human Services (Goal 4). SAMHSA:s KD& A-funded models for substance
abuse and mental health treatment improve the quality of a critical aspect of comprehensive and needed health care



for Americans.

Improve Public Health Systems (Goal 5): SAMHSA:sinvestmentsin improved national and state data systems,
including performance data, and its support for workforce training directly improve public health systemsin the
United States.

Strengthen the Nation=s Health Sciences Resear ch Enter prise and Enhanceits Productivity (Goal 6): SAMHSA:s
popul ation-based and services research on substance abuse and mental health issues directly contribute to our
Nation=s health sciences research enterprise.

Long-Term Policy Goals

Threelong-term policy goals summarize SAMHSA =s fundamental mission. Goals and performance indicators are
drawn from SAMHSA:s proposed client outcome measures; from the ONDCP Performance Measures of
Effectiveness (PME); and from the draft Healthy People 2010. SAMHSA will continue to support al of the long-term
goals of the PME and Healthy People 2010 which relate to SAMHSA =s programs.

Support and contribute to the improvement of community-based systems of mental health careto increase the level
of functioning and quality of lifefor adultswith serious mental illnessesand for children with serious emotional
disturbances.

Performance Indicators: Increase the percentage of adults with serious mental illness who are currently employed or
engaged in productive activities; have a permanent place to live in the community; have not had contact with the
criminal justice system. Increase the percentage of children with serious emotional disturbances who attend school
regularly; residein a stable environment; and have no contact with the juvenile justice system. Specific targets have
not yet been established pending availability of baseline data.

Educate and enable Americas youth toreject illegal drugsaswell asunder age use of alcohol .

Performance Indicators: Reverse the upward trend and cut monthly marijuana use among 12 to 17-year-olds by 25
percent, from the 1995 baseline of 8.2 percent to 6.2 percent by the end of FY 2002. By 2002, reduce the preval ence of
past month use of illegal drugs and alcohol by youth by 20 percent as measured against the 1996 base year. By 2007,
reduce this prevalence by 50 percent. Reduce tobacco use by youth by 25 percent by 2002 and by 55 percent by
2007.

Assist Statesand communities by supporting and helping to improvetheir substance abuse prevention and
treatment efforts.

Performance Indicators:

(a) Increase the percentage of adults receiving substance abuse services who are currently employed or engaged in
productive activities; had a permanent place to live in the community; had no or reduced involvement with the
criminal justice system; experienced no or reduced alcohol or illegal drug related health, behavior, or social
consequences, and had no past month substance abuse (Specific targets have not yet been established pending
availability of baseline data). By 2007, as compared to the 2001 base year, achieve for those completing substance
abuse treatment programs a 10 percent increase in full time employment (adults); a 10 percent increase in educational
status (adolescents); a 10 percent decreaseinillegal activity; and a 10 percent increase in general medical health.

(b) Reduce the size of the treatment gap, defined as the difference between those seeking treatment and those
receiving it. By 2002, reduce the public treatment gap by at least 20 percent as compared to the 1996 base year; by
2007, reduce the gap by at least 50 percent. National data source under consideration in cooperation with ONDCP.
SAMHSA will collect program level data.

SAMHSA has been fully involved in the PME effort. SAMHSA provides direct programmatic support to Goals 1 and
3 of the National Drug Control Strategy and the PME effort, and contributesto Goal 2. SAMHSA has participated in
the development of the PME system for the Strategy, chairing or co-chairing each working group for every objective



of Goal 1 and Goal 3, and participating in Goal 2 working groups. In addition to developmental and programmatic
support, SAMHSA provides tracking datafor many of the objectives of the Strategy. Refining measures, developing
strategies, identifying data sources, and setting annual targets are now under discussion.

SAMHSA isthelead agency, with the National Institutes of Health, for the Substance Abuse chapter of the HHS
Healthy People 2010, and for the Mental Health and Mental Disorders chapter. The draft Healthy People 2010
document is undergoing revisions prior to its completion later this year.

For SAMHSA s three long-range goals and for the goals and objectives of the PME effort and Healthy People 2010,
the intent isto establish, maintain, and if possible to accelerate atrend toward a desired target, not to set specific
annual targets. Resultsin any one year are considered less significant than the cumulative result. In the context of
the National Drug Control Strategy, the process of establishing targets under these circumstancesis conceptualized
as determining the Aglide pathf Moreover, since (1) these long-range goals represent a national effort, (2)
SAMHSA isallocated only a portion of the dollars needed to address these problems, and (3) there are many factors
influencing the outcomes other than SAMHSA =s programs, the agency can influence only a portion of the national
outcomes.

Program Goals

Over the nearly six years sinceits creation as a services agency, SAMHSA hasworked to develop and implement a
program and budget structure that is consistent with its legislatively defined mission. For FY 2000 and beyond,
SAMHSA hasidentified four key program/operational goals, directly related to current and proposed activities and
programs, which summarize the contributions SAMHSA can make to the achievement of the broader national
objectives. Unlikethelong-term policy goals, these operational goals reflect the outcomes of SAMHSA s
programmatic activities. The four goals unite SAMHSA s activities, allocation of resources, budget request, and
GPRA performance plan. They provide alogical framework for SAMHSA =s spectrum of programs, and are useful in
devel oping measures for new programs.

Goal 1. Bridgethe gap between knowledge and practice.
Relevant Budget Lines: Knowledge Development and Application; High Risk Y outh

Performance Indicators. Prospective measures of these activities include the field-s judgment that the proposed
activities are important and useful. Retrospective measures include evaluation of the quality of the products
developed. A final measure of success isthe significance of the results, and whether they warrant further
dissemination.

SAMHSA s | egislative mandate i ncludes conducting and coordinating demonstration projects, evaluations, service
system assessments, and other activities necessary to improve the availability and quality of services. SAMHSA
was established as a separate services agency in part because avariety of constituent groups perceived a need to
establish afirmer link between findings devel oped through research programs, tested in relatively controlled
environments, and the actual needs of providers, clients, and families at the point of service. In 1995, when
SAMHSA held meetings around the country with providers, clients/consumers, families, and State and local officials
to obtain input on strategic priorities, this issue was emphasized repeatedly as one that should be given particular
priority within the agency. Providers and clients need enough information to ascertain whether a possible
improvement will work in their service setting in their client population, and to determine how to go about
implementing that improvement. SAMHSA s knowledge devel opment programs contribute to this transfer of
knowledge from research into practice, in support of the agency:s services mission. Theimportant state-of-the-art
knowledge derived from these studies can have a substantial impact on client outcomes when the knowledgeis
disseminated and adopted.

An example of thistype of program isthe ACCESS program in CMHS, which has examined the impact of integrated
service systems on providing services to persons who are homeless and seriously mentally ill and on improving
outcomes for this population. The program wasinitiated in 1993 as afive-year study. Whilefinal dataare not yet



available, two cohorts of available data show increases for the clients served within the study in number of days
housed; decreases in drug use; increases in number of daysin outpatient settings; and decreasesin the percentage
committing aminor crime. Indications at this point are that this knowledge devel opment program will produce
significant results which will warrant further dissemination.

Goal 2. Promotethe adoption of best practices.
Relevant Budget Line: Knowledge Development and Application

Performance Indicators: These activities are to be assessed, through a sampling strategy, according to changesin
user practice and adoption by users.

Publication of new findings often isinsufficient to change practice. To promote the adoption of best practices,
SAMHSA will distribute information strategically to enhance servicesin communities. In addition, avariety of
incentives and assistance will be provided to States, local communities, and providers. These activities help to
ensure that service providers have the opportunity to implement important findings. Along with SAMHSA =s
knowledge devel opment activities, this knowledge application investment contributes toward SAMHSA:s |egislative
mission to improve, as well asto support, services.

An example of thistype of program isthe CMHS Community Action Grants (CAG) Program. This program supports
adoption of exemplary mental health practices through the identification of evidence-based models that may be
selected by local communities for adoption into their local systems of care. CAGs identify Exemplary Practice Models
that meet objective, evidenced-based-criteria and support consensus building among key stakeholders to adopt the
exemplary practice. Information about these approved exemplary practicesis then made available to new sponsors of
exemplary practicesin other communities

Goal 3. Assure servicesavailability / meet targeted needs

Relevant Budget Lines. Targeted Capacity Expansion; Children-s Mental Health Services; Substance Abuse
Prevention and Treatment Block Grant; Community Mental Health Services Block Grant; Protection and Advocacy
for Individuals with Mental IlInesses; and Projects for Assistance in Transition from Homel essness.

Performance Indicators. Results of Targeted Capacity Expansion activities are to be assessed with respect to
changesin practice and client outcomes. Measures are being developed and refined by SAMHSA and the States for
application to the block grants. Measures for the two formula grants already are in place, and are contained in the
CMHS section of this performance plan.

Most of SAMHSA:sfunding isinvested in Goal 3 activities. These activities provide direct support for services,
either through direct support to implement needed services within acommunity through discretionary grants or, more
broadly, through block and formula grantsto States. SAMHSA:s Targeted Capacity Expansion programs are
discretionary programs specifically intended to target service gaps, community needs, or emerging problems. Special
grant programs provide resources to meet these needs. Within these relatively new programs, services funded are
based upon Abest practicesi models, and results are carefully evaluated. Block and formulagrant programs permit
States or other designated recipientsto allocate resources to ensure basic access or to meet identified needs.

An example of a Targeted Capacity Expansion program is the State Incentive Grants program in CSAP, which
providesincentivesto Statesto improve collaboration among State agencies, community organizations, and other
prevention groups to promote community use of scientifically defensible prevention services and policies and to
optimize, redirect, and leverage use of all funding streams for prevention. First awardsfor this program were madein
FY 1997. States have agreed on the use of core datato be collected across sites at the State, subrecipient, and
program levels. It isanticipated that the results of this program will include measurable decreasesin past month
substance abuse among youth. States also will document and evaluate the new or modified prevention systems that
result from these grants, and do qualitative comparisons with the Aold@ prevention system.



An example of aformulagrant program (other than the two SAMHSA block grants) isthe mental health Projects for
Assistance in Transition from Homelessness (PATH) program. Through aformulagrant to each State and territory,
States can provide flexible, community based services for people with serious mental illness who are homeless or at
imminent risk of becoming homeless. This program was established in 1990. Data collection has been ongoing for a
number of years. Measures include persons contacted, the proportion of participating agencies that offer outreach
services, and the percentage contacted who become clients of the mental health system.

Goal 4. Enhance service system performance

Relevant Budget Lines: National Data Collection (funds were not appropriated to this budget linein FY 1999); 5% set-
aside from the MH and SAPT block grants.

Performance Indicators: Results of these activities are to be assessed utilizing feedback from users of the data,
information, or other systems.

SAMHSA also enhances service system performance through activities that support the delivery of services, such
as primary data collection and reporting; support of datainfrastructure development at Federal, State, and local
levels; conduct of broad program evaluations; and other similar infrastructureissues. Thisgoal relatesto
infrastructure issues at al levels, from broad infrastructure development efforts within the Public Health Serviceto
small areadata and information collection and analysisthat can assist States in determining how to allocate their
block grant allotments in order to have the greatest impact on services needs. For FY 1999 and FY 2000, SAMHSA is
focusing on dataissues within thisgoal. Future planswill address agency activities related to other aspects of
infrastructure support and development. These activities currently represent avery small proportion of SAMHSA=s
funding, and are carried out in support of the agency:=s other programs, but growth is essential in order to support the
data needs of Healthy People 2010 and the National Drug Control Strategy, aswell as SAMHSA =simplementation of
GPRA.

An example of SAMHSA s activities with respect to national data collection isthe expansion of the National
Household Survey on Drug Abuse (NHSDA). This expansion will provide State-level estimates of the prevalence of
substance abuse in the 50 States and in the District of Columbia. Asaresult of the expansion, it will be possible to
identify Stateswith relatively high or low rates. A second example of an ongoing activity that addresses
infrastructure issuesisthe CMHS Mental Health Statistics Improvement Progranys Consumer Oriented Report Card,
which was devel oped to provide feedback to consumers and family members on issues of access, appropriateness,
prevention and outcome in managed care programs. Currently, it is being tested in 41 States. Thisreport card isthe
only oneinthefield that is consumer focused, and the only one that includes outcome measures. It has been
endorsed by key national mental health groups, such asthe National Association of State Mental Health Program
Directors, the National Alliance for the Mentally |1, the American Association of Behavioral Healthcare, and the
National Association of State Mental Health Planning Councils.

Core Set of Client Outcome M easures
SAMHSA and the Centers have devel oped a core set of client outcome measures for discretionary programs and
projects which will begin to be applied to programs, following OMB approval, beginningin FY 1999. The goal isto

implement data collection across al discretionary programs by FY 2000.

|.Summary Measure for Outcomes: Increase the proportion of the populations affected by SAMHSA programs that
demonstrate improved outcomes based upon identified measures.

I1. Substance Abuse Prevention Outcomes:

A. Over the past month, for those receiving services, the percent of children compared to the national average
or project baseline:

1. Using substances declined



2. Strongly disapproving of substance use increased
3. Perceiving personal/health risks associated with the consequences of substance abuse increased
4.  Having used substances showed an increase in age of first use
5. Expecting ever to use substances declined
B. Over the past month, the percent of parents/adults receiving services, compared to the national average or

project baseline:

1. Usingillega drugs declined

2. Strongly disapproving of substance abuse/misuse increased

3. Perceiving personal/health risks associated with the consequences of substance abuse/misuse
increased

4.  Having used substances showed an increase in age of first use

5. Expecting ever to use substances declined

. Mental Health and Substance Abuse Treatment Outcomes:

A. Over the past year, percent of adults receiving servicesincreased who:
Were currently employed or engaged in productive activities
Had a permanent place to live in the community

Had no/reduced involvement with the criminal justice system
Experienced no/ reduced alcohol or illegal drug related health, behavior, or social consequences

E A o

B. Over the past year, percent of children/adol escents under age 18 receiving services increased who:

Were attending school

Wereresiding in astable living environment

Had no/reduced involvement in the juvenile justice system

Had no past month use of alcohol or illegal drugs (population datalimited to 12-17 year olds)

E A o

V. Substance Abuse Prevention and Treatment Outcomes:

A. Percent increase of adults receiving services who had no past month substance abuse

B.  Over the past month, percent increase of youth (population datalimited to 12-17 year olds) receiving
services who experienced no/reduced substance abuse related health, behavior, or social
consequences

The development of client outcome measures for block and formula grantsis occurring in partnership with States. It
is expected that many if not most of the areas or domainsincluded in the client outcome measures for discretionary
programs will be included in afuture core set of measures for the block grant. All of these domainsareincludedin
sets of indicators now being tested by States and soon to be reported on avoluntary basis as part of the block grant
application.



Partnersand Stakeholders

Mental health and substance abuse i ssues bring together abroad array of partners and stakeholders whoseinput is
critical to the determination of agency priorities.

Partners and stakeholders include State and local governments; providers; consumers/clients of substance abuse
and mental health services; family members of individuals with substance abuse or mental illness; grantees;
foundations; and a variety of volunteer and other organizations that do not fall within the categories mentioned.
Involved Federal agenciesinclude, but are not limited to, all of the HHS components but especially the Health Care
Financing Administration, the Health Resources and Services Administration, the Centers for Disease Control and
Prevention, the National Institute on Drug Abuse, the National I nstitute on Alcohol Abuse and Alcoholism, and the
National Institute of Mental Health; the Office of National Drug Control Policy; the Department of Education; the
Department of Veterans Affairs; the Department of Justice; the Department of Transportation; the Department of
Housing and Urban Devel opment; and the Department of Defense.

Statesin particular are SAMHSA =s partnersin carrying out the two largest programs, the mental health and
substance abuse block grants. There are several implications of this shared responsibility in terms of GPRA
implementation. The majority of resources applied to mental health and substance abuse problems are not under
SAMHSA:sdirect or indirect control. Therefore, accountability for outcomes for the block grants, or for the nation
asawhole, is shared with States and others.

Data and Evaluation |ssues

SAMHSA has made considerable progress during the past year toward obtaining needed data and assuring that
thereisthe necessary emphasis on evaluation of agency programs. However, several major issuesremain, in
particular the lack of resourcesto collect and analyze performance data for national policy goals aswell as datafor

assessing the performance of certain of SAMHSA =s programs.

Status of Baselines, Targets, and Update Data

Discretionary programs generally can develop measures and begin to collect baseline datain the first year after
award, and set targets and begin to collect update datain the second year. Most of SAMHSA:sKD&A programs are
limited to three years, with final reporting ayear or more after the program is completed. Other than the expected lags
between award, baseline data, target setting, and the collection and reporting of program data, SAMHSA does not
anticipate difficultiesin obtaining and reporting performance information for its discretionary programs.

SAMHSA also has baseline data, targets, and update data for itstwo mental health formula programs. While
performance data are not yet available for the two block grants, SAMHSA has made considerable progress this year.
The FY 2000 plan includesindicators for both the mental health and substance abuse Block Grants that have been
under development, in conjunction with States, for several years. SAMHSA has now received approval for thefirst
time from OMB to collect performance-related mental health information from States in the block grant application on
avoluntary basis beginning in FY 1999. SAMHSA is continuing to work with the States, OMB, and othersto reach
agreement on a set of measures that will be the basis for arequest for approval to collect performance-rel ated
substance abuse treatment information on avoluntary basis beginning in FY 2000; the proposed measures are
included in thisplan. The agency also has made considerable progress in working with the States to develop a set of
substance abuse prevention measures.

Data Strategy, Challenges, Costs, and Limitations

Allocating sufficient funds for data collection and analysisin any health area always requires difficult choices, and
substance abuse and mental health are no exception. Despite the role of multiple agencies and entitiesin collecting
important data, significant gapsin the availability of dataremain.

C National Data Collection



Examples of SAMHSA national surveysinclude the National Household Survey on Drug Abuse (NHSDA), and the
Inventory of Mental Health Organizations. Datafrom these surveys are used for GPRA purposesto set context and
to establish and/or track the agency-s broad, long-term goals that are also part of Healthy People 2010 and the
ONDCP Performance Measures of Effectiveness effort. SAMHSA:stop national data collection priority isthe
expansion of the NHSDA to permit State-level estimates. This expansion will assist SAMHSA in providing enhanced
technical assistance to States which need additional assistance as reflected by higher prevalence of substance
abuse.

The collection of national datain the area of mental health and mental ilIness has been substantially underfunded for
many years. Anillustration of this problem was the inability to track a number of mental health objectives within
Healthy People 2000, because it never has been possible to obtain funding for the necessary data collection
activities. Another illustration isthe paucity of information on the incidence and prevalence of mental illnesses and
mental disorders, especially in children. Although substance abuse data efforts have been funded somewhat more
generously, the ONDCP PME effort again highlights that even for substance abuse, there are major gapsin essential
data. Anadequate investment in national data collection is essential to the effective tracking of national results.

C Support of State Data Efforts

Examples of SAMHSA support of State data collection effortsinclude needs assessment activitiesin CSAT and
CSAP, and efforts to support Statesin devel oping performance measures and identifying and collecting related
outcome and other data. In order to make full use of the Block Grants as a mechanism for improving, rather than just
supporting, services and other activitiesin States, good information must exist on the activities and services needs of
the State and on the outcomes of State efforts. Traditionally, data efforts have been among the first items cut when
budgets aretight. The current lack of adequate datainfrastructure in States to collect and report on performance and
other necessary data reflects many years of limited funding. SAMHSA:stop State data priority is support of
activitiesto help States devel op an adequate datainfrastructure to permit the collection and reporting of essential
data.

C Data Collection for GPRA Reporting

SAMHSA has the necessary authorities and funding to collect and report necessary datafor all programs other than
the Block Grants, utilizing aportion of program funds. However, for the block grants, SAMHSA lacks authority to
require performance-related data. Despite thislimitation, the States and SAMHSA have been working in voluntary
partnership for several years to develop measures that are useful to States as well as to the Federal Government.
SAMHSA has been abl e to use set-aside funds from each block grant to devel op measures and pilot their
application. The agency also should be able to obtain OMB approval to collect data on avoluntary basisfor
substance abuse treatment and prevention, as has been accomplished for mental health. SAMHSA has been advised
by OMB that SAMHSA cannot require outcome data reporting as part of the block grant application, but must work
with the States to urge them to report on avoluntary basis. OMB was, however, strongly supportive of such
voluntary submission of data. A major impediment is that without infrastructure funding, there are many States that
will not be able to take the essential next step of generating and reporting these data for mental health, substance
abuse, or for both.

Evaluation

SAMHSA hasimplemented an evaluation policy that defines an integrated model of evaluation and planning. The
formulation of programmatic and evaluation priorities includes consultation with the SAMHSA and Center Advisory
Councils, and with other expertsin the fields of evaluation and service delivery. Resultsfrom evaluations provide
information useful for program planning and policy development, as the agency continuesto refineits priorities and
objectives. A common evaluation protocol is under development by the Centersthat will ensure that the necessary
evaluation information for SAMHSA =s minimum set of program performance measuresis available.

Conclusion



SAMHSA has made considerable progressin its GPRA implementation efforts this year, such asinclusion of long
range goals and measures, performance indicators for both Block Grants, and the general strengthening of measures
for SAMHSA s programs.



Part Il: Component Performance Plans

Center for Mental Health Services

Note: The table which followslists al significant Center for Mental Health Services (CMHS) programs. Many
programs, especially Knowledge Devel opment and Knowledge Application programs, aretime-limited. Some are
ongoing. Thetableidentifiesthefiscal year (FY) each program began and the FY the program will be completed.
Time-limited programs generally are first reported in the GPRA plan section of the Budget Submission once baselines
have been determined, targets set, and update data are being collected. Final reporting of these programs generally
occurs one to two years following completion of the program.

Summary information on how proposed or newly initiated programs are to be measured may be found in the budget
narrative section of the Budget Submission.

First Funded Completed First Reported
Current Activities
Goa 3: Block/Formula Grants TCE
Childrens MH Ongoing
P&A Ongoing
PATH Ongoing
MHBG Ongoing

Goals 1 and 2: Knowledge Development and Knowledge Application

ACCESS FY 1993 FY 1999 FY 2000
Homelessness Prevention FY 1996 FY 1999 FY 2000
Supported Housing FY 1997 FY 2000 FY 2001

HIV/AIDS Education |
HIV/AIDS Services Demo

ongoing ongoing

FY 1994 FY 1998 FY 1999

AIDSHigh Risk FY 1997 FY 2001 FY 2002
Employment (EIDP) FY 1995 FY 2000 FY 2001
Managed Care FY 1996 FY 1999 FY 2000

Community Action |
Criminal Justice

FY 1997 FY 1998 FY 1999
FY 1997 FY 2000 FY 2001

Starting Early/SS FY 1997 FY 2001 FY 2002
KEN FY 1995 ongoing

Consumer Services FY 1998 FY 2002 FY 2003
Elderly Primary Care FY 1998 FY 2002 FY 2002

Community Action 1
Women and Violence

HIV/AIDS Outcome, Adherence

HIV/AIDS Education |1
Native American Children

New Activities

FY 1998 FY 1999 FY 2000
FY 1998 FY 2003 FY 2004
FY 1998 FY 2002 FY 2003
FY 1998 FY 2002 FY 2003
FY 1998 FY 2001 FY 2003

Consumer & Supporter TA Centers FY 1999 FY 2001

School-based Violence FY 1999 FY 2001
(Multiagency)

School-based Violence FY 1999 FY 2001
(Action Grants)

Alaska FY 1999 FY 2000

FY 2000



Community Action Phase | FY 1999 ongoing

Homeless Families FY 1999 FY 2004
Family & Consumer Network FY 2000 ongoing
HIV/AIDS Continuum of Care FY 2000 FY 2003

Goal 3: Assure services availability/M eet tar geted needs
a. Community Mental Health Services Block Grant

Goal: Toimprove community based systems of carein order to increase the level of functioning and quality of life for
adults with serious mental illnesses and for children and youth with serious emotional disturbances.

Measures: Standard SAMHSA outcome measures will be applied to this program. Pilot baseline datafor outcomes
will beavailablein FY 1999. Targetswill be set at that time. The Block Grant Program has made considerable
progress in developing program performance indicators, in collaboration with the States. A set of access, quality, and
outcome measures has been approved by OMB for implementation on avoluntary basisin FY 1999, as part of the
block grant application. In addition, ten Stateswill be engaged in a 3 year pilot to test the feasibility of anational set
of 28 performance indicators. These indicators are heavily weighted toward outcome assessment. Baselineswill
become available for these output and outcome measuresin the fall of 1999.

Thefull array of indicatorsis asfollows:
Criterion 1. Comprehensive Community Based Mental Health System.

ACCESSINDICATORS

C Percentage of SMI persons (or SED persons or their parents) receiving services who rate access to care
positively;

C Number of personswith SMI (or SED) who are receiving case management services,

C Number of personswith SMI (or SED) who are receiving housing services,

C Number of personswith SMI who are receiving employment services;

C Number of admissionsto state and county hospitals among persons with SMI (or SED);

C Number of patients-in-residence in state and county hospitals among persons with SMI (or SED);

APPROPRIATENESS/QUALITY INDICATORS

C Percentage of SMI population (or SED persons or their parents) receiving services who rate the quality and
appropriateness of care positively;

C Increase percentage of SMI population (or SED persons or their parents) receiving services who positively
rate respect and caring by their providers;

C Increase percentage of SMI population who are actively involved in decisions regarding their own
treatment;

C Percentage of parents of children and adolescents who are in the SED population who are actively involved
in decisions regarding their child's treatment;

C Percentage of persons discharged from psychiatric inpatient care who receive afollow-up, face-to-face visit
within seven days of discharge;

C Percentage of persons discharged from psychiatric emergency care who receive afollow-up, face-to-face

visit within seven days of discharge;

Percentage of SMI population who are receiving "supported housing" services;
Percentage of SMI population who are receiving "supported employment" services,
Percentage of SMI population who are receiving "assertive community team" services;
Percentage of SMI population who receive aphysical health examination annually;

OO OO

OUTCOME INDICATORS



C Percentage of SMI population (or SED persons or their parents) receiving services who report positive
outcomes of care (or for whom positive changes are reported);

Percentage of SMI population for whom there are positive changes in employment;

Percentage of SED population for whom there isimprovement in school functioning;

Percentage of SMI population for whom there are positive changesin living situation;

Percentage of SMI population for whom there are improvements in personhood, hope, and recovery;
Percentage of SMI/SED popul ation for whom there are positive changesin level of functioning;
Percentage of SMI/SED popul ation for whom there is reduced distress from the symptoms of mental illness;
Percentage of SMI/SED population for whom there is either no impairment or reduced impairment from
substance abuse;

Percentage of persons served with SMI who experience adverse outcomes of mental health services;

C Percentage of persons readmitted to psychiatric inpatient care within 30 days of discharge.

C Percentage of SMI population who spend one or more daysin ajail or prison.

O OO OO OO
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Criterion 2: Estimates of Prevalence and Treated Prevalence and Mental Health Systems Data.
POPULATION ACCESS INDICATORS

C Percentage of adults with serious mental illness who receive publicly funded services;
C Percentage of children with serious emotional disturbance who receive publicly funded services.

SPECIAL POPULATION INDICATORS

For al illustrative indicators shown under Criterion 1 and 2 above or othersthat states may develop, estimation of
performance on the sameindicators for significant sub-populations, including breakouts by

- Gender

- Ethnicity

- Race

- Sub-state geographic areas

- For Adults, age sub-groupings

- For Children & Adolescents, age sub-grouping

Criterion 3: Targeted Servicesto Homelessand Rural Populations.

C Percentage of homel ess persons with SMI (or SED) and who receive mental health services.
C Percentage of rural personswith SM1 (or SED) and who receive mental health services.
C For all, relevant, illustrative indicators shown under Criterion 1 and 2 above or others that states may

develop, estimation of performance on the same indicators for persons with SMI/SED and homeless and for
personswho are SMI/SED and living in rural areas of the state.

Criterion 4. Management Systems.

C Proportion of state mental health block grant funds allocated to innovative programs;

C Percentage of SMHA-controlled expenditures for community programs of total SMHA-controlled
expenditures;

C Mental health expendituresper capita;

C Mental health expendituresper person served,

C Extent of involvement of consumers and familiesin (a) policy development, (b) planning, and (c) quality

assurance/monitoring at the statewide level, the local mental health authority level, and the provider level.
FOR MENTAL HEALTH, MEDICAID MANAGED CARE PLANS:

C Number of persons with SMI (or SED) and who are enrolled in Medicaid managed care for healthand mental



health services (integrated plan) or mental health/behavioral health services only (carve out plan);

C Per member per month plan premium rate (statewide average);

C Percent of total plan expenditures attributable to (1) Medical loss, (2) Administrative loss, and (3) Net
Profit/loss.

C Extent of involvement of consumers and familiesin (a) policy development, (b) planning, and (c) quality

assurance/monitoring within the managed care plan.
Criterion 5: Integration of Children's Services.

C Percentage of children with SED who are placed out-of-home (e.g., foster care, residential home, juvenile
detention).

Percentage of children with SED who are attending school regularly;

Percentage of children with SED who are also receiving special education services;

Percentage of children with SED who are also clients of the juvenile justice system;

Percentage of children who are SED who are also receiving substance abuse services.

OO OO

Measure 1: Threeoverarching SAMHSA outcomeindicatorsfor children with serious emotional disturbance
and three overarching SAMHSA outcomeindicatorsfor adultswith serious mental illnesseswill bereported as
part of the FY 1999 block grant applications, asfollows. Increasethe percent of adultswith serious mental iliness
who are employed, areliving independently, and have had no contact with the criminal justice system; and the
percent of children with serious emotional disturbance who attend school regularly, residein a stable environment,
and have no contact with the juvenile justice system.

FY 1999 Target: Baseline datawill be available early in FY 2000.
FY 2000 Target: To be developed once baseline data are available.
Update Date: To be availablein FY 2001.

Data Source/Validity of Data: On avoluntary basisinformation will be solicited in anondirective format in the OMB
approved Block Grant Application, 1999-2000. Initia experiencein FY 1999 will identify need for improvementsto data
infrastructure. Datawill be reported by States indicating sources within states.

Measure 2 Ten Stateswill pilot 28 performanceindicators between FY 1998 - FY 2001.

Rationale: Inthe FY 1998 pilot, ten states began piloting 28 performance measures State wide. By FY 2001, this pilot
work will be completed. This set of 28 performance measures has been identified through the 5 State Feasibility
Study funded in FY 1997. Results support the feasibility of piloting acommon set of performance indicators for the
States. The 28 OM B-approved performance measures constitute a sample menu for inclusion in the FY 1999 Block
Grant Application. OMB has designated the overall format as voluntary and measures are provided as a sample
menu for selection, not as a blueprint or arequirement; states may also develop and use additional indicators which
areunique. The conceptual foundation for the 28 indicatorsis the MHSIP Consumer Oriented Report Card for
managed behavioral healthcare, which is now being tested in 41 States.

FY 1999 Target: Basdine datawill be available early in FY 2000
FY 2000 Target: To be developed once baseline data are avail able.
Update Date: To be availablein FY 2001.

Data Source/Validity of Data: State Mental Health systemswill collect this data each year. Data accuracy will be
assessed in the Pilot. Statesincluded in the first phase (5 State Feasibility Study) will continue to collect this data.
The Five State Study documented the feasibility of piloting these 28 indicatorsin a comparable way across States.
b. CMHS Compr ehensive Community Mental Health Servicesfor Children and Their Families

Goal: To successfully implement Asystems of carefl for children with serious emotional disturbance and their families
in grantee sites; and to improve outcomes for children and their families served in these systems of care. Empirical



evidence suggests that system-of-care programs increase the access that children with serious emotional disturbance
and their families have to awide array of services as compared to programs delivering servicesasusual. Thereis
also preliminary evidence from the multisite evaluation of the CMHS comprehensive program that outcomes for
children and their familiesimprove in CMHS projects that apply the system-of-care approach.

Measures: Standard measures will be applied to this program, but existing measures as modified below will continue
to be utilized aswell. Note that some process measuresincluded in the FY 1999 plan have been deleted or
recategorized. Former measure 3, Increase Referrals from Juvenile Justice, has replaced former Joint Contribution of
Mental Health Service Components of Other Non-Mental Health Child-serving Agencies as an indicator of Measure
1, referred to as Increased Interagency Collaboration. Also note that Measure 6, Increase Stability of Living
Arrangementsis now listed as Measure 5. Anindicator for Measure 3, Improved Child Outcomes, has been added,
namely, Increase the Children with Law Enforcement Contacts at Entry Who Have no Law Enforcement Contacts
After Six Months. These changes were mostly made to reflect guidance to reduce the number of measuresin the
GPRA plan. Inasmuch as FY 1998 data are not yet available and the FY 1999 targets were very aggressive with
respect to improved results, CMHS has retained the FY 1999 targets for FY 2000.

Progressreport: Theincreasein the budget for this program has permitted funding more sites. Evaluation, technical
assistance, and communication activities are an integral part of this program. Successto date is documented in the
following preliminary results. Based on data collected through August 1997, preliminary findings show notable
improvements for children who arein servicesfor at least six months. For example, using standard measures,
evaluation indicates that after six months:

levels of functional impairment decreased by 20%,

average or above average grades increased by 13%,

infrequent school attendance reduced by 42%,

decrease in law enforcement contacts for 47% of children with law enforcement contacts at intake,
decrease to Aone living arrangement( among 49% of children with multiple arrangements at intake.

O OO OO

Measure 1: I ncrease | nteragency Collaboration asr eflected below

Rationale: Collaboration across human service agenciesisacritical component of the system of care approach. It

helpsto insure that the Awholef child will be served, funding resources for the treatment needs of the child will be

maximized, and the opportunity for the child to have the optimum set of services available will increase. The set of
indicators below examines the degree to which process features of the system-of-care approach result in increased
interagency collaboration.

Measure FY 1997 FY 1998 Target FY 1999 Target FY 2000 Target
Baseline
Increased 5% Referrals from other non-MH Such referralswill Such referralswill
Interagency agenciesfor MH services will increase by 10% increase by 10%
Collaboration increase by 5%
D% Referrals from juvenile justice Such referralswill Such referralswill
programswill increase by 10% increase by 12% increase by 12%
40% Case recordsthat reflect cross- Such case records Such case records
agency treatment planning will will increase by 10% will increase by 10%




increase by 5%

Data Sources/Validity of Data: Data are derived from sources such as document reviews, structured and semi-
structured interviews, and observations. Some of these data are collected prior to and during annual sites visits, and

some are collected from amultisite longitudinal outcome study.

Progress report: Data are being analyzed.

Measure 2: Decrease Utilization of Inpatient/Residential Treatment by 20% of FY 1997 base, as measured by
averagedaysin facility.

Rationale: Children with serious emotional disturbance have historically been observed in inpatient/residential
treatment programs because of alack of community-based systems of care. Reducing reliance on residential facilities
while at the same time creating service options within the community will demonstrate the devel opment of

community-based systems of care.

FY 1997 Basdline: 265 days
FY 1998 Target: Decrease of 10% of FY 1997 base in inpatient/residential days.
FY 1999 Target: Decrease of 20% of FY 1997 base in inpatient/residential days.
FY 2000 Target: Decrease of 20% of FY 1997 base in inpatient/residential days.

Data Sources: Data are derived from site-specific document reviews. These data are collected prior to and during
annual site visits.

Progress report: Data are being analyzed.

Measure 3: Improve Child Outcomes asr eflected below

Rationale: Studies have shown that school attendance correlates positively with overall school performance. There
are also strong expectations that law enforcement contacts are reduced among children served through systems of

care.
Measure FY 1997 Basdline FY 1998 Target FY 1999 Target FY 2000 Target
Improved | 70% of timein school Increase by 5% the Increase by 10% the Increase by 10% the
Child number of children number of children number of children
Outcomes attending school 75% of attending school 75% of | attending school 75% of

47% of children with
law enforcement
contacts at entry have
no such contacts after

the time.

Increase to 52% the
children with law
enforcement contacts at
entry who have no such

the time.

Increaseto 57% the
children with law
enforcement contacts at
entry who have no such

the time.

Increaseto 57% the
children with law
enforcement contacts at
entry who have no such




six months contacts after six months contacts after six months | contacts after six months

Data Sources/Validity of Data: Dataare derived from document reviews. These data are collected prior to and during
annual sitevisits. Some of the data are also collected from a multisite core longitudinal study.

Progress report: Data are being analyzed.
Measure4: Increase Level of Family Satisfaction with Servicesby 10% over FY 1997

Rationale: Family involvement is a cornerstone of systems of care. Increasing the satisfaction rate of families
receiving services showsthat the level and type of care are those the Acustomer{) desires.

FY 1997 Basdine: 70%

FY 1998 Target: Increase of 5% over FY 1997 baseline.
FY 1999 Target: Increase of 10% over 1997 baseline.
FY 2000 Target: Increase of 10% over 1997 baseline.

Data Source/Validity of Data: Data from two instruments measuring satisfaction outcomes will be collected:
Family/Caregiver Satisfaction and Y outh Satisfaction. These instruments were adapted from the work of Professor
John Burchard at the University of Vermont. Items have been added to specifically address issues of cultural
competence, and family-centered attributes which are hallmark characteristics of the system of care. The strength of
this dual approach (youth and caregiver) isthat it provides numeric values to the experiences of children and families
so that it will be possible to compare quantitative datayielded from the satisfaction scales with qualitative data
gathered through interviews and case studies conducted with children and families.

Progress report: Data are being analyzed.

Measure5: I ncrease stability of living arrangements by decreasing the number of children having morethan
oneliving arrangement after 6 monthsin services by 25%

Rationale: Stability of the living arrangement is akey outcome of quality and comprehensiveness of services. Itisa
crucia condition for child development and for an acceptable family environment.

FY 1997 Baseline: 76% had more than one living arrangement after 6 monthsin services.
FY 1998 Target: Reduce by 10% over FY 1997 basdline.

FY 1999 Target: Reduce by 20% over 1997 baseline.

FY 2000 Target: Reduce by 25% over 1997 baseline.

Data Source/Validity of Data: Data are derived from an instrument entitled Residential Living Environments and
Placement Stability Scale, devel oped by the Pressley Ridge School, Pittsburgh, PA, in order to operationalize the
construct of restrictiveness. Restrictiveness was defined as limits placed on freedom of movement or choice by a
physical facility, by rules and regulations, and by conditions of entry or departure. This scaleincorporates an
adapted version of the Restrictiveness of Living Environments Scale (ROLES) devel oped by Hawkins and colleagues
(1992) with a Placement Stability Scale. Stability of placementsis assessed by the number of days spent in each
residential setting and the number of total placement changes over a specified data collection period.

Progress Report: Data are being analyzed.
¢. CMHSProtection and Advocacy for Individualswith Mental I1Iness (PAIMI) - Services Formula Grants

Goal: Through advocacy activities, the PAIMI Program will reduce the incidents of abuse, neglect, and civil rights
violations of individuals with mental illness who are placed in residential treatment and care facilities.



Measures. Some measures currently used were set out inthe FY 1999 GPRA Performance Plan. The the number of
clients served has been narrowed to focus on the number of abuse complaints. The measures were developed
through an interagency effort (Administration on Developmental Disabilities (DHHS/ADD), the Department of
Education, Rehabilitation Services Administration (RSA), and the Center for Mental Health Services (CMHS)) and are
applicableto related protection and advocacy program activities administrated by other federal agencies. These
measures will also be used in subsequent years. Interagency collaboration on the refinement, testing, and
implementation of these performance measures will continue through FY 1998 and into FY 1999.

The data sources for all measures are the annual Program Performance Review (PPR) and Advisory Council (AC)
Reports submitted by each of the 56 P& A systemsin December. The information provided in these reportsis
generaly reliable.

Measure 1: At least 9,000 complaints of abuse will be addressed by State PAIM| systems.

Rationale: Of the 23,957 complaints concerning abuse, neglect and rights violations PAIMI programs addressed in FY
1998, the number of abuse cases has increased 36 percent. The majority of these abuse casesinclude failureto
provide mental health treatment, physical assault, inappropriate or excessive restraint/seclusion, failure to provide
medical treatment and inappropriate or excessive medication. In addition, there were numerous incidents involving
mental health patients who died while under treatment in State hospital facilities. State P& A investigationsinto these
highly publicized deaths found that the treatment facility staff used either excessive physical restraint or provided
inadequate medical care.

FY 1997 Baseline: 8360 abuse complaints were addressed

FY 1998 Basdine: 8500 abuse complaints were addressed

FY 1999 Target: 9000 abuse complaints will be addressed

FY 2000 Target: 9000 abuse complaints will be addressed

Measure 2: Maintain at 160,000 the number of individuals attending public education and/or constituency

training activitiesand public awar eness activities offered by the PAIMI programs.

Rationale: Expansion of outreach services, the provision of advocacy training to consumers and distribution of
information generally on such topics as disability rights, consumer self-advocacy, the PAIMI Act, and State P& A
systemswill increase the general public awareness and general understanding of the availability of PAIMI services.

FY 1997 Baseline: 150, 916 individuals attended public education and/or constituency training and public awareness
activities.

FY 1998 Target: Increase to 155,000 the number of individuals (Target revised upward).

FY 1999 Target: Increase to 160,000 the number of individuals (Target revised upward).

FY 2000 Target: Maintain at 160,000 the number of individuals (Target revised upward).

Measure 3: Maintain at 70% the percentage of prioritiesand goals assessed by the PAIMI Advisory Council
to have made substantial progressor to have been achieved.

Rationale: This measure assesses the performance of the PAIMI programsin accomplishing their goals and
objectives.

FY 1997 Baseline: Approximately 70 percent of priorities and goals had substantial progress or were achieved.
FY 1998 Target: Maintain 70% progress on priorities and goals.
FY 1999 Target: Maintain 70% progress on priorities and goals.
FY 2000 Target: Maintain 70% progress on priorities and goals.
FY 2001 Target: Maintain 70% progress on priorities and goals.

Measure 4: Increase of substantiated incidents of abuse, neglect, or rightsviolationsreported by clients
which arefavorably resolved.

Rationale: This measure assesses the performance outcome of a PAIMI progrants activitiesin favorably resolving



complaints from individuals.

FY 1999 Baseline: To be determined after baseline data are collected. Anticipated at end of second quarter in FY
1999.

FY 1999 Target: To be developed.

FY 2000 Target: To be developed.

FY 2001 Target: To be developed.

d. CMHSProjectsfor Assistancein Transition from Homelessness (PATH) - Services Formula Grants

Goal: To provide services that will enable persons who are homeless and have serious mental illnessesto be placed
in appropriate housing situations and engage them with formal mental health treatment and systems so asto improve
their mental health functioning.

Measures: This program will transition to new measures; existing measures may also be used.

Program Update/Performance Report: PATH programs have been successful in targeting assistance to persons who
have the most seriousimpairments. Among all clients who reported PATH-funded servicesin 1996, nearly 36% had
schizophrenia and other psychotic disorders. Another 37% had affective disorders, including severe depression and
bipolar disorder. At least 66 % had co-occurring serious mental illnesses and alcohol and substance use disorders.
At the time of first contact with providers, half of al clientsliving in the streets, in shelters or in temporary housing
had been homeless for more than 30 days. Despite the fact that they have multiple and complex needs and may be
difficult to reach, 36% of the homeless individual s contacted through PATH-funded outreach were eventually
engaged in some type of services.

Measure 1: Increaseto 115,000 the number of persons contacted relative to the population in need
FY 1996 FY 1997 FY 1998 FY 1999 Target FY 2000
(Baseline) (Projected Baseline) || (Projected Baseline) Target
118,000/600,000 80,000/600,000 92,000/600,000 102,000/600,000 115,000/600,000

Discussion: A person contacted is someone, not necessarily a PATH client, who meetswith a PATH funded staff
person providing outreach services. Some persons contacted are not willing to accept other services during the
reporting period; others are not eligible, usually because they do not have a serious mental illness. The number of
persons a PATH funded provider contacts relative to need is ameasure of impact. Thus, in FY 1996, the PATH
program contacted about 20 percent (118,000) of the estimated eligible population.

The PATH program experienced a 32 percent decrease of funding from $29.6 millionin FY 1995 to $20 millionin FY
1996. Because most States programs have elected to use their annual PATH funds on an award start date that occurs
late in the fiscal year, a possible decrease in the number of persons contacted will not be statistically evident until FY
1997 data are compiled. The FY 2000 budget increase would enable PATH funded programs to contact additional
persons. Thisincreaseisreflected in thetarget for the FY 2000 GPRA performance plan, but the funding increase
actually reaches programslate in FY 2000. Therefore, the effects of the budget increase are most evident in FY 2001
data, which are not reported until FY 2002.

Data Source/Validity of Data: The source of the data on the population in need is derived from national estimates of
the number of persons who are homeless, applying to that number, based on studies in specific locations, an
estimated percentage of homel ess persons who have serious mental illnesses. The quality of the data on the number
of persons contacted varies. To improve the quality, the PATH program will, after consultation with State PATH
contacts, formulate and distribute a definition of Aperson contacted.f) Other quality control measures also are
expected to improve data collection and reporting, and may result in subsequent revision of GPRA targets.



Measure 2: At least 80% of participating agencies offer outreach services

Discussion: Outreach isthe most frequently provided PATH-funded service. The Center for Mental Health Services
will encourage Statesto increase their funding for outreach services. Asthe federal PATH appropriation has
decreased, the strategy of using PATH funds to connect the eligible population with existing, rather than additional
community resources, is even more important. The challenge for local providerswill be to maintain outreach services
at closeto current levels rather than offer later stage services whose availability may have decreased as aresult of
reduced resourcesin affiliated non-PATH programs. A $31 million appropriation will enable the percentage of
participating agencies offering outreach services to increase from at least 70 percent to at |east 80 percent.

FY 1996 Basdine: 82%

FY 1997: Data collected; to be released in mid-1999.
FY 1998 Target: 70%

FY 1999 Target: 70%

FY 2000 Target: 80%

Data Source/Validity of Data: The source of the information is data that States submit annually to CMHS. Sincethe
sources of the State data are the local agenciesthat provide the services, the quality of the datais very good.

Measure 3: Maintain the per centage of persons contacted who become enrolled clients at 30% or greater

Discussion: Most local PATH funded agencies provide outreach services. Infact, PATH funds are often the only
monies avail able to communities to support outreach to, and engagement of, clients and their transition to
mainstream services. The process of outreach requires skill in gaining the trust of persons who, in many cases, are
reluctant to accept help. InFY 1996, PATH providers successfully enrolled 36 percent of persons contacted as
clients. In most cases, they provided for, or arranged to meet immediate needs of clients, often found temporary or
longer term shelter and arranged for mental health treatment.

However, not all persons contacted, even those willing to accept help, were eligible for PATH-funded services. In
many cases, as mentioned above, it may have turned out that the person contacted, after further assessment, did not
have a serious mental illness. In these cases, the person was assisted by the PATH-funded agency, but through
services funded by non-PATH sources, or was referred to another agency.

As PATH appropriations have decreased and funds for related resources that outreach workers can offer are
decreased, the incentive for homeless persons with serious mental illnesses to accept outreach services will decrease.
Outreach workers will need to make increasing use of existing resources to engage and further assist potential
clients. A $31 million appropriationin FY 2000 will enable PATH funded programsto enroll at least 33 percent, rather
than the previous minimum of 30 percent, of persons contacted. While this expected increase isreflected in the target
for the FY 2000 GPRA performance plan, the funding increase will actually reach programslatein FY 2000. Therefore,
the effects of the budget increase are most evident in FY 2001 data, which are not reported until FY 2002.

FY 1996 Basdine: 36%
FY 1997 Basdline: Data collected; to be released in mid-1999.
FY 1998 Target: 30%
FY 1999 Target: 30%
FY 2000 Target: 33%

Datasource/Validity of Data: The sources of the data are States which receive these datafrom local providers. The

data on Apersons contacted@, as mentioned above, are of varying quality. Data onAclients are of good quality. A

working definition of Aclient@ is provided to States and local PATH funded agencies and is customarily followed.
Goal 1. Bridgethe gap between knowledge and practice

a Accessto Community Care and Effective Servicesand Supports (ACCESS); Cooper ative Agreement



Demonstration Program

God:  Thisprogram isexamining the impact of integrated service systems on providing services to persons who
are homeless and seriously mentally ill and on improving outcomes for this population.

Measures. Thisprogram is nearing completion. Two of the three measures from the FY 1999 GPRA Performance Plan
will not be reported in FY 2000. Measure 1, which was a process measure involving the percent of integration
strategies implemented, has been dropped in response to guidance indicating that the overall number of measures,
particularly process measures, should be reduced. The new Measure 1 on level of systems integration was added to
improve performance monitoring. It ismaintained in the Plan but datawill only be reported for FY 1999 and FY 2001
becauseit is collected biennially.

Program Update/Performance Report: An evaluation is being conducted that has both a systems-level and client-
level focus. The system level evaluation will document the implementation process of the systemsintegration
approaches, identify implementation barriers and facilitators, and measure system outcomes. The client level
evaluation will determine whether systemsintegration efforts result in improved service delivery, improvementsin
mental health, substance abuse and health status, rehabilitation, quality of life and permanent exit from
homelessness. A sixth year of data collection has been added to examine whether systems integration efforts are
sustained and client outcomes continue to improve beyond Federal funding. Resultswill be ready for full reporting
in FY 2001.

Measure 1: Maintain level of systemsintegration at .74in FY 2000. Thedatafor thismeasure are collected
biennially; collectionsarefor reportingin FY 1999 and FY 2001.

Rationale: ACCESS predictsthat the level of systemsintegration at each of the project siteswill increase over 4
points of time during the life of the program. The level of systemsintegration is being tested as a predictor of
services outcomes.

FY 1994 Basdline: Experimental Sites=.43 Comparison Sites = .45

FY 1996 1st mid-point: Experimental Sites=.57  Comparison Sites= .58
FY 1998 2nd mid-point: Experimental Sites=.66  Comparison Sites= .57
FY 1999 target: Experimental Sites=.74  Comparison Sites= .57
FY 2000 target: Experimental Sites=.74  Comparison Sites= .57

Discussion: Systems integration is defined as the proportion of agencies that have multiple service links with the
ACCESS grantee. Service links are defined as client referrals, exchange of funds, information flow and coordination.
This measure ranges from 0 to 1 with 1 indicating the highest level of systemsintegration. The measures of systems
integration that were collected at baseline (FY 1994) and at the two mid-points (FY 1996 and FY 1998) indicate that
over time, the experimental sites were able to develop more integrated service systems than the comparison sites. It
is expected that the level of systemsintegration will continue to increase in the experimental sites and remain
constant or decrease in the comparison sites. The final measure of systems integration, which will be collected
during FY 2000, is expected to be approximately .74 for the experimental sites and .57 for the comparison sites.

Data Source/Validity of Data: The data collection and analysis are included in the inter-organizational study to be
done by the contractor. High validity is expected due to the experience of the contractor and the established
methodol ogy.

Measure 2: Improvementsin client outcomes at twelve monthsfor cohort 4 will be equal to or greater than the
improvement at twelve monthsfor cohorts1, 2, and 3.

Rationale: Enhancing clinical servicesin both the integration and comparison groups should result in improvements
in client outcomes. Future analyses will compare changesin access to services and supports between the integration
and comparison sites to determine the extent to which an integrated services system has an impact on persons who
are homeless with serious mental illness.



First Cohort (dataavailablein FY 1996): 12 month follow up data on the first cohort of ACCESS subjects shows: (1)

number of days housed increased by 600%; (2) total number of days of drug use decreased by 45.6%; (3) number of
daysin outpatient psychiatric servicesincreased by 19.76%; and (4) percentage committing a minor crime decreased
by 45.5%.

Second Cohort (data availablein FY 1997): 12 month follow up data on the second cohort of ACCESS subjects
shows: (1) number of days housed increased by 528.6%; (2) total number of days of drug use decreased by 37.6%; (3)
number of daysin outpatient psychiatric servicesincreased by 49.5%; and (4) percentage committing aminor crime
decreased by 50%.

Third Cohort (dataavailablein FY 1998): 12 month follow up data on the third cohort of ACCESS subjects shows: (1)
number of days housed increased by 613.8%; (2) total number of days of drug use decreased by 14.3%; (3) number of
daysin outpatient psychiatric servicesincreased by 30.0%; and (4) percentage committing a minor crime decreased
by 41.7%.

Fourth Cohorts (data availablein FY 1999): Equal to or exceed the above outcomes.

Data Source/Validity of Data: The subcontractor will collect repeated measures with standardized instruments. High
validity and reliability are expected.

b. CMHS Employment I ntervention Demonstration Program (EIDP)

Goal: Thegoal of thisprogramis the development of knowledge of the most effective approaches for enhancing
competitive employment for adults with severe mental illness.

Program Update/Performance Report: Enrollment is now completed at each site and two year follow up datawill be
collected for all participants by the end of this program. Because employment is episodic, results regarding long term
outcomes are necessary. Preliminary dataindicate that persons with serious mental illness are employable - over half
of those receiving servicesfor 9 or more months have held at least one job and work productivity remains high. To
date, integrated approaches show higher rates of locating jobs than do nonintegrated approaches.

Measure 1: Employment outcomeswill significantly improve at intervention projects.

Rationale: Standard research evaluation procedures (i.e., hierarchical linear models (HLM) for multi site data
analyses) will be followed and reviewed by experts within and outside the EIDP. The project will evaluate numbers of
days employed, pay, tenure, and characteristics of jobs.

FY 1998 Baseline: Preliminary analyses of first two years of program data completed by late FY 1999.

FY 1999 Target: Preliminary multi variate (HLM) analyses conducted on work outcomesin first three waves of data
(baseline, 6 months, 12 months)

FT 2000 Target: Multi variate (HLM) analyses conducted on work outcomes across 5 time points (baseline, 6
months, 12 months, 18 months, 24 months)

Data Source/Validity of Data: Reliability of datais assessed through standard research procedures. Dataare
collected within the program and analyses are performed by the coordinating center.

Measure 2: Development of direct costsfor various models of inter ventions and models of usual services.

Rationale: Program costs are needed in optimal program planning. A descriptive analysis of individual site program
costs can provide useful information to those considering model implementation.

FY 1998 Basdline: Site by site audit of each program's ability to provide and document cost data completed by end of
FY 1998.
FY 1999 Target: Detailed descriptions of each site's documented program costs prepared by late FY 1999.



FY 2000 Target: Analysisof dataon each site's program costs prepared by late FY 2000.

Data Source/Validity of Data: Detailed service utilization data are collected within the programs and the coordinating
center will collect and analyze cost datafrom each site.

Goal 2. Promotethe adoption of best practices
a CMHS National Mental Health Services Knowledge Exchange Network (K nowledge Application)
God:  To provideinformation about mental health viavarious mediato users of mental health services, their
families, the general public, policy makers, providers, and researchers. The dissemination of timely, organized, and

easily accessed information is crucial to the informed use of services and policy decisions.

Measures: The first measure from the FY 1999 GPRA Performance Plan, as modified below, will be used during the
development of a second measure. Targets for the new measure will be reassessed as data are reviewed.

Program Update/Performance Report: Activity isgreatly increased. Advancement in technology has made the
bulletin board service (bbs) not a useful approach to dissemination and plans tentatively are for its phase out in FY
1999.

Measure 1: Increasetheusefulnessof KEN information.

Rationale: Usefulness will be assessed by areview of commentsreceived in responseto a KEN user satisfaction
survey.

FY 1999 Baseline: User assessment of the usefulness of KEN information in FY 1999.
Measure 2 Increase by 10% each year the number of requestsfor brochures, information kits, and
publications; the number of written and telephoneinquiries; and the number of connectstothe World Wide Web

site.

Rationale: These data provide a concrete measure of successful performance. Theincreasein use of KEN indicates
the need for and useful ness of thisinformation and the format.



INQUIRIES WEB HITS BBS

FY 1996 10,324 11,108* 39,026
FY 1997 26,603 152,355 91,033
FY 1998 32,058 105,175 216,012

* Web service from April to September 1996

FY 1998 Basdline: For FY 1998, there were 54,000 hits, approximately 12,000 inquiries, and 61,000 bbs connections.
FY 1999 Target: Maintain or exceed the FY 1998 hits and inquiries
FY 2000 Target: Exceed the FY 1998 hitsand inquiries

Data Source/Validity of Data: Monthly reports from KEN contractor are anticipated to have high validity.
b. Community Action Grants (CAG) for Service Systems Change

Goal: Toidentify exemplary practices for mental health servicesto persons with serious mental
illness and to accomplish adoption of such practicesin as many communities as possible.

Measures. FY 1999 data are not yet available to develop the FY 2000 targets. Baseline datawill be availablein FY
2000. Thisinformation is necessary before the target percentages can be adjusted in future years.

Program Update/Performance Report: In FY 1997, twenty Phase | Community Action Grants were awarded. In FY
1998, the Basic Phase | Action Grant Program continuesto target children with serious emotional disturbances and
adults with serious mental illness who may also have

co-occurring disorders. In addition to this Basic Program, ajoint effort among SAMHSA =s Center for Substance
Abuse Prevention, Center for Substance Abuse Treatment, and CMHS targets Hispanic communities to support the
adoption of exemplary practices for Hispanic adults and adol escents with mental health and/or substance abuse
problems. Datafor grants funded in September 1997 will be available in March 1999.

Examples of activities to date include:

1. CAGsinrural South Carolinaand the City of Berkeley (California) are working to reach agreement on adopting the
Program for Assertive Community Treatment (PACT) - a proven and effective clinical team approach for the seriously
mentally ill person. In 1997, CMHS funded the development of the standards for PACT and shortly thereafter the
State of Texas mandated PACT to become standard practice andAcover every foot in the great State.

2. Pennsylvania, California, Maine, Washington, D.C., and New Y ork are developing consensus to implement
effective Awrap-aroundf and coordinated services for children and adol escents coping with serious emotional
disorders.

3. Maine has completed the consensus process and has begun to implement the exemplary practice of family
psychoeducation.

Measure 1: 50% of Phase| granteesachieve consensuson, and move toward adoption of an exemplary
practice within their community=s system of care. 50% of granteeshave appropriate processdatato enablethem to
moveto Phasell.

Rationale: Phase | grants are for amaximum of oneyear. The goal of these grantsisto reach consensus or agreement
among all key stakeholders that the exemplary practice can and should be implemented. Consensus must bein
sufficient detail that it resolvesall critical issues and represents acommitment to adopt the practice within acertain
timetable. Sincethisisanew program, targetswill be revised when thefirst round of grantsis completed and
baseline percentages are established.



FY 1998 Projected Baseline: 40% reach consensus and move toward adoption.
FY 2000 Target: Increaseto 50%

Data Source/Validity of Data: Program records of grant reports will include consensus information and actions taken.
Measure 2: 50% of exemplary practicesfunded in Phasel grantsareadopted in Phasell.

Rationale: Thefirst Phase |l grants are planned to be awarded in FY 1999. Successful grantees will have up to two
yearsto fully adopt an exemplary practice that has been agreed upon by the stakeholders. Since these grants will not
be awarded until FY 1999, all targetswill be revised when thefirst round of grantsis completed and the baseline
percentages are established.

FY 1999 Basdline: To be determined.
FY 2000 Target: To be determined

Data Source/Validity: Program records will include consensus information and actions taken.
Goal 4: Enhancing service system performance

No programs highlighted prior to FY 2000.



Center for Substance Abuse Prevention

Note: The tablewhich follows lists all significant Center for Substance Abuse Prevention (CSAP) programs. Many
programs, especially Knowledge Devel opment and Knowledge Application programs, are time-limited. Some are
ongoing. Thetableidentifiesthe fiscal year (FY) each program began and the FY the program will be completed.
Time-limited programs generally arefirst reported in the GPRA plan section of the Budget Submission once baselines
have been determined, targets set, and update data are being collected. Final reporting of these programs generally
occurs one to two years following completion of the program.

Summary information on how proposed or newly initiated programs are to be measured may be found in the budget
narrative section of the Budget Submission.

Programs First Funded Completed First Reported
Current

Goal 1: Prevention Intervention Studieson FY 1996 ongoing FY 1999
Predictor Variable by Developmental Stages

Goad 1: Starting Early/ Starting Smart: Early FY 1997 ongoing FY 2000
Childhood Collaboration Project

Goal 1: Workplace Managed Care FY 1997 ongoing FY 2000
Goal 1: Y outh Connect-High Risk Y outh FY 1998 ongoing FY 2001
Mentoring/ Advocacy Program

Goal 1: Initiatives on Welfare Reform and FY 1998 ongoing FY 2001

Substance Abuse Prevention for Parenting
(' Short title: Parenting Adolescents)

Goal 1: Children of Substance Abusing Parents FY 1998 ongoing FY 2001
(COSAP)

Goal 2: CSAP Clearinghouse program FY 1997 ongoing FY 2000
Goal 2: Centersfor the Application of FY 1997 ongoing FY 2000
Prevention Technologies (CAPT)

Goal 2: National Public Education Efforts FY 1997 ongoing FY 2000
(linked to YSAPI)

Goal 3: CSAP Community Coalitions Program FY 1997 FY 1999 FY 1999
Goal 3: State Incentive Grants FY 1997 ongoing FY 2000
(component of Y SAPI)

Goal 3: CSAP 20% Percent SAPT Block Grant FY 1997 ongoing FY 2000
Prevention Set-Aside

Expected

Goal 1: Vulnerable Populations FY 1999 FY 2002 FY 2003

Goal 1: Family Strengthening FY 1999 FY 2002 FY 2003




Goal 3: Assureservicesavailability/meet targeted needs
a CSAP 20% SAPT Block Grant Prevention Set-Aside

Goal: To assist States and communities to expand and enhance the availability, delivery, and quality of substance
abuse prevention services nationally, while enhancing State flexibility to target fundsto local substance abuse
priorities by a) improving, monitoring, and complying with Block Grant requirements, and b) testing outcome
measures associated with reducing alcohol and drug abuse.

Measures: Standard measures will be applied to this activity where possible. It isimportant to recognize that there
are few prevention requirements imposed by the SAPT block grant legislation and therefore CSAP haslittle direct
control over the intermediate and long term outcomes. As States move toward consensus regarding common use
and reporting of outcome data, CSAP will transition toward performance measures that will reflect those agreements.

Program update/performance report: States vary widely in the extensiveness and scope of their prevention services.
While some depend entirely on the 20% set-aside for supporting their prevention programs and activities, others use
these fundsto fill major gapsin their programs and enrich others for greater impact. CSAP continuesto usethe
funds allocated to it under the set-aside for providing States useful support services for making optimal use of the
set-aside funds under the Substance Abuse Prevention and Treatment Block Grant aswell astheir State and
foundation funds dedicated to prevention activities. One of the most significant impacts of CSAPs effortsisto
generate synergistic effects of bringing States together around common problems with sol utions specific to their own
special conditions. Another special feature of this approach isto raise the level of functioning and effectiveness of
States which are less advanced than others.

Measure 1: Increasethe percentage of Statesthat will incor porate needs resour ce assessment datainto
intended use plan in the block grant application

Rationale: Scientific findings from State needs assessment studies must be operationalized into resource allocation
and strategy selection choices. Thisis not only important from the point of accountability but is an indicator of
continuing quality improvement in services and their impacts.

Datasource: Block Grant application.
FY 1998 basdline: To be availablein FY 1999.

Program update: Asthe number of States with adequate funds for needs assessment and datainfrastructure (see FY
2000 initiative) increases, their ability to incorporate those datainto their block grant applicationswill increase
correspondingly.

Measure 2: Increase the per centage of Statesthat will apply block grant fundsto activitiesin each of the six
prevention strategy ar eas.

Rationale: Substance abuse prevention research literature strongly suggests that just as there is multifactorial
causation of substance abuse, in order to be effective, prevention activities have to be multifaceted, repetitive and
increasing in dosage. Thus, State programs with block grant-funded interventions distributed in each of the
legislatively indicated six strategy areas are more likely to achieve a comprehensive prevention program and are
motivated to work in that direction.

Data source: Block grant application.
FY 1998 basdline: To be availablein FY 1999.

Progress update: CSAP has been working closely with the Statesin helping them meet this block grant requirement.

Measure 3: 90% of stateswill provide a satisfactory rating of TA servicesreceived within prior two years.



Rationale: Technical assistance that is appropriately designed, marketed, and targeted will meet State needs and will
serve to enhance local prevention efforts. To varying degrees, States need assistance in putting to effective use
available science-based reports, studies, and analyses. Most of such literature iswritten by researchers for
researchers and exists in locations/sources that are unfamiliar or not easily accessible. Thereisagreat need for such
materials to translated and transformed into educational materials which are user-friendly and disseminate them
effectively.

Program update: Thetechnical assistance structure is being examined for improvements which will enable CSAP to
meet the above target.

Data source: Customer satisfaction survey
FY 1997 baseline: 90%, with 60% responding.

Measure 4: I dentify 5 potential prevention performance outcome measur esthrough the minimum data set
activity, and completetestingin at least 11 States (FY 1999 tar get).

Rationale: Theidentification of performance measures for mental health and substance abuse has been identified asa
critical need. These measureswill ultimately become SAMHSA s block grant-related performance measures. The
measures will not change from FY 1999 because the subsequent activities will be focused on evaluating and
modifying the pilot system and deploying it nationally.

Program update/performance report: A minimum dataset (MDS) initiative is underway to assist Sates and CSAPin
the development, implementation, and application of a State uniform performance monitoring and measurement
system. Eleven States participated in the Phase | pilot of the program, which focuses on process measures and
servicesdata. A collaborative effort resulted in agreement on data items, definitions, methods of data collection, the
development of a PC based software system, and technical assistance related to training and installation. At last
report, datawere currently being collected at the program level and aggregated at the sub-State and State levels by
seven States, seven more States were in the process of implementing the system either by pilot testing the system
with asubset of their providers or going directly Statewide, and twenty-three additional States had requested
technical assistancein the form of briefings and/or training in order to evaluate the system. Once sufficient data
have been collected, participating States can use the results to all ocate resources and improve State planning for
prevention programs. Phase | datawill be provided to CSAP for analysis and aggregation at the national level, which
will provide important information about the number and types of prevention services provided and populations
served..

Phase || focuses on intermediate and long term outcome measures and is expected to be completed in 1999. These
measures will befield tested in the SIG States as part of their broader core measures for their feasibility for usein
future block grant reporting. At the same time as planning and design of Phase |1 progresses, a considerably more
advanced Phase | software system is being planned. Thiswould significantly reduce the cost and time of developing
an entirely new product and yet provide States and CSAP data and functions that would not otherwise be available
for several years. Several States are currently devel oping technology that if integrated or linked could create a
comprehensive and powerful State and national prevention expert system from needs assessment to performance
measurement. These technologies are being considered and discussed in relation to CSAP:s core measures initiative
and their future promise in helping the field improve their accountability systems.

FY 1997 baseline: 0 performance measures were tested.
Data source/validity of data: States: information systems and surveys of states. Reliability and validity will be
assessed in the feasibility phase.

Program update: We expect to achieve thistarget in FY 2000. Indicators have been incorporated in the core measures
that are being used by the State Incentive grantees.
b. State Incentive Grants (a component of Y SAPI)



Goal: The State Incentive Grant (SIG) program of the Center for Substance Abuse Prevention (CSAP) has atwofold
purpose and related goals:

C Governors should coordinate, leverage and/or redirect, as appropriate and legally permissible, all substance
abuse prevention resources (funding streams and programs) within the state that are directed at
communities, families, youth, schools and workplacesin order to fill gaps with effective and promising
prevention approaches targeted to marijuana and other drug use by youth.

C States should develop arevitalized, comprehensive statewide strategy aimed at reducing drug use by youth
through the implementation of promising community-based prevention efforts derived from sound scientific
research findings.

Program update/performance report: States have agreed on the use of core data to be collected across sites at the
State, subrecipient and program levels. States are also reaching agreement on the instrumentation that will be used to
collect those data (both process and outcome.) From these core measures, SIG Stateswill also field test several for
their feasibility and usefulnessin Block Grant application reporting. The SIG evaluation framework articulates the
program theory or logic model upon which the SIG program will develop its structural elements and deploy its general
intervention strategies. The framework represents assumptions and causal expectations about how SIG program
activities align to produce the desired outcome of arevitalized, coordinated and comprehensive prevention
infrastructure within a State: (1) SIG mobilization; (2) State-level system characteristics/dynamics; (3) sub-recipient
characteristics/dynamics; (4) State-level collaborative strategies/activities; (5) sub-recipient planning/science-based
prevention interventions; (6) State-level immediate outcomes; (7) sub-recipient immediate local outcomes; (8) State-
level systems change; (9) intermediate outcomes (risk and protective factors); (10) long-term outcomes (behavioral
impacts); (11) contextual conditions (economic, cultural). For example:

L ong-term outcomes: Substance use

Constructs Indicators Data sour ces I nstruments/measur es
Alcohol use Lifetime, annual, monthly Y outh survey Seven-state consortium survey
use; age of first use item

Y outh risk behavior survey item
Household survey

Binge drinking Y outh survey Seven state consortium survey
item
Y outh risk behavior survey
Tobacco use (cigarettes) | Lifetime, annual, monthly Y outh survey Seven state consortium survey
use; age of first use item

Y outh risk behavior survey
Household survey

Marijuana use Lifetime, annual, monthly Y outh survey Seven state consortium survey
use; age of first use Y outh risk behavior survey
Household survey
Other illicit drugs Lifetime, annual, monthly Y outh survey Seven-state consortium survey
use; age of first use Y outh risk behavior survey

Household survey

The bottom line impact of interest for the SIG projectsis the reduction of alcohol, tobacco and illicit drug usein the
target populations of the local sub-recipient communities. Many of theindividual SIG grantees have other long-term,
health-related outcomes of interest: reductionsin juvenile delinguency, teen pregnancy, violent behavior, etc. across
the five grantees, however, there were several outcomes in common: alcohol use; tobacco (smoking) use; marijuana
use; and other illicit drug use. In general, measures of actual use of each of the substances listed above included




four primary indicators: lifetime use, annual use, 30-day use, and age of first use. Finally, theimportance of
evaluation in this far-reaching CSAP initiative has been abundantly emphasized at all levels. SIG grantees have
responded to thiswith their own detailed plans and willingness to compromise on behalf of the national agenda.

Measure 1: Increase State level collaboration rating from the 1998 baseline

Rationale: The States receiving SIGs are developing new substance abuse prevention systems through collaboration
with other State agencies and the combining and leveraging of resources and dollars. Over the 3 years of funding,
each State will document and evaluate this new prevention system and do qualitative comparisons with the Aold@
prevention system. Collaboration will be rated using a survey being developed jointly by theinitial cohort of SIG
grantee states. Datawill be aggregated by CSAP through a central data coordinating system and cross site
comparisons will be conducted.

FY 1998 baseline: SIG States have completed their instrument development and will be collecting the data over the
next months. Cross-site analysiswill determine the average level of collaboration across the program. Baseline data
to beavailablein FY 1999.

FY 2000 Target: To be determined when baseline data are available.

Data source/validity of data: States have agreed on the use of the same instruments and types of datato be collected.
Datawill be collected through several mechanisms:. State grantees, subrecipients (local community or provider
project level) and through school and community-based surveys. Datawill be sent to a CSAP dataretrieval system
for entry and documentation.

Progress update: Thefirst cohort of States hasidentified the factors that contribute to state level collaboration and
developed a draft survey that will be administered to state agency representatives. SIG granteeswill employ a
standard approach to identifying the top five State agenciesin their State and will use acommon State agency
collaboration interview to measure the frequency and extent of collaboration among these five top State agencies.

Measure 2: In FY 2000, past month substance use will decrease by 15% among youth ages12-17 from the
baseline (Y SAPI measur€)

Rationale: Stateswill be measuring the reduction in youth substance abuse via State |evel measures, community level
measures, and specific program measures to determine the effectiveness of science based prevention programs and
the effectiveness of the new prevention system. The decreasein risk indicators will also be examined. These and
other datawill be aggregated by CSAP through a central data coordinating system and cross site comparisons will be
conducted.

FY 1998 basdline: To be availablein FY 1999.
Data source/validity of data: The NHSDA, anational survey with known and established reliability and validity, will
be used, aswell asindividual State school surveys. Program dataare not yet available.

Progress update: States have agreed to include the same items to measure this variable across State sites at all levels
of analysis (State, community, program). Thisisamajor forward step in moving towards State core performance
measures. Whilethe NHSDA can provideindirect State estimates (in most cases); the State surveyswill be
especially helpful by allowing analysis at lower levels (regional, local, program).

¢. CSAP Community Coalitions Program

Goal: To increase community involvement in dealing with problems of substance abuse and its attendant effects; to
promote the development of infrastructure in communities for initiating and facilitating substance abuse prevention
activities.

Measures: This program has been completed, so existing measures will be utilized to report results.
Program update/performance report: Final analysis of the data collected as part of the national evaluation of the



community partnership program is complete and efforts to disseminate the findings from the evaluation continue.
Residential and school surveys, over two pointsin time, showed that 24 representative partnership communities as a
group were associated with lower rates of substance abuse, relative to 24 matched comparison communities as a
group. Of the 12 measured outcomes (covering acohol or illicit drug use for each of the three age groups -- adults,
10th graders, and 8th graders, in the past month and the past year), only adults: alcohol use for the past month was
statistically significant. For the partnership communities, male substance abuse rates were lower at the second point
in time, relative to the comparison communities - usually by about three percent - on five out of the six outcomes:
adult illicit drug use and alcohol use in the past month; 10th gradeillicit drug use in the past month; and 8th grade
illicit drug use and alcohol usein the past month (all comparisons were statistically significant. In contrast, female
substance abuse rates were significantly different for only one of the six outcomes, and the partnership communities:
rates were higher for 8th gradeillicit drug use in the past month. When the responses for males and females were
combined, only one of the six outcomes was significantly different, and favored the partnerships.

When comparing individual partnerships with their paired comparison communities, 8 out of 24 partnerships showed
statistically significant reductions in substance abuse. The surveysalso revealed other statistically significant
findings associating partnerships with the following outcomes:

Adultswho report lessillicit drug use also reported being in a partnership community (not comparison community);
being more involved in prevention activities; living in aAgood(@ neighborhood (i.e., - a neighborhood free from
drugs); and having a disapproving attitude toward drugs. The study showed that gaining community involvement
and recruiting and involving members in all aspects of community infrastructure building and prevention program
implementation were significantly related to attaining the partnerships stated prevention goals. The study also
identified several characteristics that were exhibited by those partnerships that had statistically significant reductions
in substance abuse: a comprehensive vision that covers all segments of the community and all aspects of community
life; widely shared vision that reflects the consensus of diverse groups and citizens throughout the community; a
strong core of committed partners at the outset of the partnership; an inclusive and broad-based membership with
participation of groups from all parts of the community; avoidance or resolution of severe conflict that might reflect
misunderstanding about a partnership:s basic purpose; decentralized units within a partnership that encourage
implementing prevention programsin small areas within a partnership and that empower residents to take action and
make decisions; low staff turnover that, when it happens, is not disruptive; and extensive prevention activities and
support for local prevention policies, reaching alarge number of people for an extended period of time.

The Coalition program evaluation is using atime series design of archival dataindicators. Complete dataare
expected for next yearsreport. Preliminary results of analyzing trendsin the health and the fatal accident indicators
between 1992 and 1996 show no substantial differences between the coalitions and their matched comparison sites
during the early implementation period of the community coalitions program. Thisis not surprising, given the
conceptual framework model, which posits that a series of steps must occur between program implementation and the
realization of the long-term program goals of reducing substance abuse and its related consequences. It was also
observed that formally organized coalitions claimed more prevention outcomes than informally organized coalitions.
Future plans include relating these coalition characteristics with the results of the analyses of the archival data.

Measure 1: Increasethe mean number of organizations participating in coalition activities by 40%.

Rationale: Infrastructure devel opment institutionalizes knowledge intended to be practiced through the community
coalitions program, increasing the probability that its positive effects will last after the coalition isformed and its
prevention programs are initiated. CSAP- supported community coalitions are required to have a minimum of two
partnerships, and state-coordinated coalitions are required to have aminimum of three partnerships. A partnershipis
defined as aformally structured group of no fewer than seven (7) official member entities. During thefirst year of
fundingCFY 1995Cthe number of partnersin each coalition ranged from 2 to more than 50, with amean of 6.3
partnershipsin each coalition. As coalitions develop over the course of the grant period, both the number of
community organizations and the number of partnerships participating in coalition activitiesis expected to increase.

FY 1995 baseline: mean of 46 organizations participating in coalition activities.
Data source: CMIF
Program update: The preliminary analysis of the process variablesindicate that the coalitions have been involving an



increasing number of organizationsin the coalitions and have been increasing the extent to which they have adopted
formal procedures such as having an governing board with elected officers and having formal operating procedures.
For example, the mean number of organizations participating in coalition activities has increased from the baseline
(measure 1) of 46in 1995, to 172 in 1997; an increase far exceeding the target of 40%. Preliminary dataanaysis
indicates that in 1998, the mean number of organizations participating in coalitions has increased even more to 186.

Measure 2: Increase prevention servicesthat promote the coalition=s substance abuse prevention efforts by
100% from the baseyear.

Rationale: In 1995, the coalitions were starting and getting organized. Over the course of the grant period, the
coalitions will complete assessments to identify needed prevention services, devel op plansto meet those needs, and
implement the plans. Thisislikely leadsto anincreasein substance abuse prevention services. Rates are not
expected to increase during the last years of the funding period due to increased attention on evaluation activities
during that period.

FY 1995 baseline: 595 prevention programs and services coordinated and implemented by 123 community coalitions.
Datasource: CMIF. Information is verified viasite visits, monitoring activities, and other reports.

Program update: The coalitions have surpassed all expectations for measure 2. For example, FY 1997 data show that
1803 prevention programs and services were facilitated and newly created; an increase of approximately 300% (rather
than the 100% targeted). Preliminary analysis of 1998 dataindicate that 2297 programs and services have been
facilitated and/or created thus showing similar progress.

d. Synar Amendment (Section 1926) | mplementation activities
Program goal: To reduce the sales rate of tobacco productsto minorsin all States.

Measures: This program will be examined for the feasibility of transition to new measures; in addition, the measures
shown will be used.

Program update: All states have enacted such legislation. States are working (with supportive technical assistance)
to establish and improve their data collection and enforcement procedures to comply with Synar regulations.
Coordination with CDC and FDA continues.

Measure 1: In FY 2000, eight additional States (4 morethan the 1999 target) will reducetheir tobacco
violation salesratesto minorsto a maximum of 20%, making atotal of twelve statesat or below 20%. (FY 1999
target: increaseto atotal of eight States)

Rationale: Research evidence indicates that only consistent and vigorous enforcement of Sate tobacco access laws
will reduce the sales of tobacco productsto minorsto 20% or less, and that through rigorous enforcement, all States
can achieve that goal by September 30, 2003.

Baseline: The FY 1997 baseline for Stateswith violation rates at or below 20 percent was four.

Data source/validity of data: The data sourceisthe Synar report which isapart of the SAPT block grant application
submitted annually by each State. The validity and reliability of the data are expected to be high in view of the TA
being provided, the number of random unannounced surveys being conducted, and the confirmation of the data by
scientific experts, site visits and other similar steps.

Measure 2: Maintain at 100% the proportion of States provided with periodic technical assistancein
implementation of guidelinesto meet Synar goals.

Rationale: CSAP isin aunique position to provide |eadership and guidance to States on overcoming barriersto
devel oping appropriate sample designs and other technical materials, based on scientific literature and demonstrated



best practices, for the effective implementation of Synar. The FY 1999 measure of 100% will be maintained.

FY 1998 baseline: In FY 1997, twelve States received technical assistance in implementing the guidelines to meet the
Synar goals.

Data source/validity of data: The data sources for the baseline and measures were derived from State project officers-
logs and organi zations who were awarded State TA contracts. The analysiswill be based upon the actual
requests/responses received, thereby providing a high degree of reliability and validity.

Goal 1. Bridgethe gap between knowledge and practice
a CSAP Prevention I ntervention Studies on Predictor Variables by Developmental Stages

Goal: To generate new empirical knowledge about effective approaches for changing the developmental trajectory of
children at risk of substance abuse.

Program update/performance report: Interventions are proceeding as planned. The results of this cross-site analysis
are expected in October 1998. The Predictor Variables Program isin its second year. The following site example
demonstrates the type of quantitative results anticipated once the program analyses are compl eted:

Phase | (summer, 1997): Program design used a 7-week highly intensive and focused behavioral interventions, a
social skillstraining component in natural settings with peer group and dyadic experiences, and structured
opportunities for sports’hobbies skills training and recreational activities designed to create an overall positive
experience for the child.

Exp Control Manova f
Hyper activity mean sd mean sd time t X group
pre 251 .78 233 .63
post 225 .76 230 .70 6.8* 4.3*

*p< .05, **p < .01, ***p <.001

Aggressive/ BExp Control Manovaf

Disruptive mean sd mean  sd time t X group
pre 172 32 168 42

post 155 32 160 .#4 33.7x**  44*

*p< .05, **p < .01, ***p <.001

Concentration Exp Control Manova f
Problems mean sd mean sd time t X group

Pre 227 43 22 49

Post 200 4 212 44 34.7x** T4x*

*p<.05, **p < .01, ***p <.001
Higher scoresindicate greater severity of problem

In addition, the experimental group showed significant improvements on measures of social adjustment, including
task orientation, frustration tolerance, assertive skills and peer social skills. Also noteworthy were school attendance
rates that exceeded 90% throughout the summer program and high rates of parent participation at scheduled parent
night activities [ n=240 (100%) at the final parent night]. Approximately 95% of the parents expressed desire to
continue with the early risers program.

Implication: children with early-starting aggressive and disruptive behavior are at heightened risk for the
development of alcohol and drug abuse. Asaconsequence of their aggressive behavior they underachievein



schoolwork, are rejected by their peers, enter into coercive interactions with their parents and siblings, and develop
low self esteem. Improvement in self regulation of behavior is considered essential first step to the prevention of
later substance abuse.

Measure 1: 80% of sites (8) will implement effective intervention modelsfor all populations designed to be
disseminated through professional journals and meetingsin thefield of prevention (FY 1999 tar get; end of grant
period).

Rationale: Aside from generating findings on the effectiveness of the interventions and determining the impact of
each of the four predictor variables on children and parents, this program expects to generate i ntervention models
that can be disseminated to state and local communities interested in implementing age appropriate substance abuse
prevention programs. These programs are for all populationsincluding those children at risk for substance abuse that
have been identified by previous demonstration grant programs, (e.g., the child devel opment project (grant #
1H86SP02647) afive-year initiative, 1991). These studieswill end unless funds are made available for further
competitive funding to continue them as longitudinal studies.

FY 1998 baseline: 0 sites (10 grant sites received initial awardsin 1997).

Progress update: All sites have collected and submitted baseline data to the research coordinating center for
analyses. Several of the programs have collected intervention data and are starting to generate preliminary findings.
Following are examples of promising significant findings submitted by individual sites:

C Preliminary analysesindicate significant improvementsin children:s aggressive behavior placing them at
lessrisk for future substance use.

C Preliminary findings that showed significant improvement when compared to the control groups were made
in the areas of: improved parenting behaviors (parenting ability, utilization of discipline techniques),
increased family cohesion, increased family organization and decreased family conflict. Furthermorein
relationship to children:s behavior, statistically significant improvements, when compared to the control
groups, were made in improved self control, improved cooperation, improved social competencies (as
measured by the early elementary behavior rating scale) and decreased conduct problems.

Based on the above preliminary findings, we anticipate that we will be able to meet our target for Measure 1.
Datasource: final reports

Measure 2: Children 9 yearsof ageand over in the treatment groupswill show percentage decreasesin
alcohal, tobacco, and drug use when compared to children in the comparison group (FY 1999 target; end of grant
period).

Rationale: Intervention research has provided indications that it may be possible to change disordered behavioral
patterns of young children if interventions begin early and are targeted at several predictor variablesincluding social
competence, self regulation, school bonding and academic achievement and caregiver investment. As previously
described, research studies have found these indicators to be highly predictive of use. It isanticipated that this
initiative will be successful in changing this developmental path toward deviant behavior and |ead to more healthy
social and emotional development aswell as reduce the incidence of substance abuse disorders.

FY 1999 target: to be established by mid-FY 1999.

Baseline:

9-11 AGE COHORT 12-14 AGE COHORT



TOBACCO USE 25% 7.5%

ALCOHOL USE 4.5% 8.3%
MARIJUANA USE 8% 2.3%
TOTAL USE ™ 13.3%

Data source: Sitesin this program must use standardized and validated instruments. Results must be reported in the
fina report. Accuracy of results can be verified from re-examination of raw data and quality control procedures.

Progress update: Based on the preliminary data described above, and the proven association of these factors with
substance use, we anticipate results of the final cross-site analysisto yield findings that demonstrate successin
achieving our target for Measure 2.

b. Starting Early/Starting Smart: Early Childhood Collabor ation Project

Goal: To test the effectiveness of integrating mental health and substance abuse prevention and treatment services
(behavioral health services), for children ages birth to seven years and their families/care givers, with primary health
care service settings or early childhood service settings.

M easures. Performance measures have been revised to remove unnecessary process measures and to reflect the
types of datathat will be received, and the baseline data which have been received. This FY 1997 program will be
examined for feasibility of transition to new measures; meanwhile, the revised program-specific measures shown
below will be applied. Core measures include extent and normative comparisons of key measuresin each of 4 areas.
Some examplesinclude :

I. Parental functioning: Parental substance abuse; Parental mental health status

[1. Child functioning: Health status; L anguage development; School readiness; Social functioning;  Behavior
[11. Parent-child dyad: Parental discipline; Bonding

IV. Serviceintegration: Inter/intra-staff contacts; Appropriate service utilization

Program update/performance report: Because the dollars are awarded as cooperative agreements, an invigorated
partnership has been devel oping, now involving 12 community grantees, and a data coordinating center.
Throughout the first nine months of this project (Phase I) they have been working collaboratively to design the
cross-site research design, using core measures across sites, which can best develop critical new knowledge for the
early intervention field.

Measure 1: SAMHSA and 100% of the federal and private partnersto thiseffort will have executed
memor anda of under standing (M OU) that specify their mutual expectations (FY 1999 tar get).

Rationale: One of the goals of SESSisto foster public/private collaborationsto create a more comprehensive
framework for improving services to young children and their families. Collaborations across government agencies
and private sector organizations promote systems integration and streamline the process for providing services.

FY 1997 baseline: 50 percent of the collaborators have MOUSs.
Data source/validity of data: CSAP records substantiating the execution of these official agreements. This measure
will be dropped onceitstarget is achieved.

Progress update: Due to the collaborative environment described above, we expect to achieve our target of 100%
execution of our MOUs with our federal and private partners.

Measure 2: Egtablish baseline data on physical health, behavior, social and emotional functioning and
language development of participating children agesO - 5 by compilation and analysis of collected data from the



initial administration of the determined protocol instruments (FY 1999 tar get; measurewill berevised to set FY
2000 tar gets once baseline data ar e collected).

FY 1997 basdline: Baseline datato be availablein FY 1999.

Data source/validity of data: Multiple selected, sometimes modified, standardized instruments, agreed upon by
consensus of the steering committee, are used.

Progress update: As previously described, the collaborative environmental context of the SESS project has enabled
its partnersto agreein FY 1998 on the core measures and instruments to be used across sites. Therefore, we do not
anticipate a problem in achieving our goal of establishing baseline data on those measures.

¢. Youth Connect - High Risk Youth Mentoring/Advocacy Program

NOTE: This Knowledge Development program is supported by the High Risk Y outh budget activity.

Goal: Y outh Connect is a knowledge development (KD) program that seeks to prevent or reduce substance abuse or
delay itsonset in youth, 9-15 years of age by improving 1) school bonding and academic performance, 2) family
bonding and functioning and, 3) life management skills.

Measures: Standard measures will be identified and applied to this activity following award. In addition, the program-

specific measures listed below will be applied. The outcomes associated with Across Ages for study participants
relative to no-treatment controlsinclude:

C mentored youth (mps) and the limited treatment group (ps) had fewer days absent

C mps youth demonstrated improvement in their attitudes towards the future, school and elders.

C mps youth demonstrated large gainsin their knowledge/ perceived ability to respond appropriately to
situationsinvolving drug use.

C mps youth gained more knowledge than ps and comparison youth of community issues.

C mps youth with exceptionally involved mentors (higher dosage), in comparison to those with average or

marginally involved mentors, gained knowledge about the potential risks and consequences of substance
use, increased perceived ability to respond appropriately to situations involving drug use, and reduced
school absenteeism.

Based on findings from previous CSAP activities (see example above), CSAP will evaluate the effectiveness of
mentoring interventions with diverse programs that employ professional and paid mentor/advocates, who will be
required to spend an extensive and specific amount of time with their mentees and/or their families/caregivers. CSAP
wants to determine the effectiveness of mentor/advocates with youth-alone versus youth with their families. Itis
anticipated that thisintervention will be effective in reducing substance abuse and related violence, aswell as
improving community attitudes about youth and enhancing the system of support available to them and their
families. Mentoring programs are of interest to ONDCP and individual Statesaswell as CSAP

Program update/performance report: Awards were made in FY 1998 to 15 study sites and a coordinating center that is
charged with the responsibility of working with these grantees to determine core data sets, coordinating an
evaluation across sites, and ensuring the integrity of the data.

Measure 1: A decrease of 10% in therates of substance abuse and related violence for treatment subjects
relativeto similar populationsnot receiving compar able prevention programming (FY 2000 tar get).

Rationale: Prior research has demonstrated that improving school bonding and academic performance, improving
family bonding and functioning, and improving individual life skills can serve as protective factors to prevent youths'
abuse of substances. Thisinitiative targets collection of individual datafor treatment and comparison groups to
determine the success of the interventionsin positively affecting these areas.



Baseline: All funded project sites submit baseline and annually collected data to the data coordinating center which,
in turn, analyzes and submits the cross-site datato CSAP; all baseline data are anticipated to be generated in FY 1999
and availablein FY 2000.

Data source: Datawill be collected on sociodemographic characteristics, children's interactions with their
parents/caregivers and other family members as well as school and community. The steering committee will begin a
selection of acore set of instruments to be used across sites. It is anticipated that measures will be collected on how
the prevention intervention and associated services can be effective in preventing, delaying and/or reducing his/her
substance abuse, improving school bonding and academic performance, improving family bonding and family
relationships and improving life management skills. Implementation or proximal measures of outcomes should include
frequency, level of subject participation etc.

Measure 2: 60% of siteswill be able to document modelsthat are deter mined to be both effective and
replicable (FY 2000 tar get).

Rationale: in addition to providing findings on effectiveness, it is expected that these studies will produce replicable
model s that can be disseminated to state and local communities interested in implementing effective
mentoring/advocacy programs.

Baseline; Baseline datato be availablein FY 1999.

Data source: All instruments will be reviewed and chosen at the first steering committee meeting.. Modelswill be
fully documented with both qualitative and quantitative data and will include face-to-face interviews, surveys, paper
and pencil written questionnaires, psychological testing, administrative records and participant observation.

d. Cooperative Agreementsfor Public/private Sector Workplace Modelsand Strategiesfor the I ncor poration of
Substance Abuse Prevention and Early I ntervention I nitiativesinto Managed Car e (short title: Workplace M anaged
Care)

Goal: The overal goal of this cooperative agreement program is to determine which public/private sector workplace
managed care substance abuse prevention and early intervention programs are the most effectivein reducing the
incidence and preval ence of substance abuse and to disseminate these findings. Objectives are: (1) to determine the
nature (e.g. structure, organization, function, etc.) of workplace managed care (WM C) programs utilizing substance
abuse prevention and early intervention efforts; and (2) to provide a detailed description of the WMC programs;
assess their strengths and weaknesses and their impact on the substance abuse of employees and their families (e.g.
covered lives); and assess the quality and delivery of substance abuse prevention and early intervention.

Measures: This program will be examined for feasibility of transition to new measuresin addition to the measures
presented below.

Baselines and targets: To be determined by the end of FY 1998.
Data sources. Employer and health care organization records; cross-site program survey to be devel oped.

Program update/performance report: A steering committee, composed of grantees, the coordinating center and CSAP
has devel oped research questions and core measures for answering them.

Measure 1: CSAP and the 9 funded cooper ative agreementswill agreeto core process and outcome measures for
the cross-siteanalysis (FY 1999 tar get).

Rationale: One of the goals of the WM C program is to complete a cross-site analysis of the funded cooperative
agreements and to be able to study findings across the sites.

FY 1998 baseline: No consensus at program start across sites.



Data source: CSAP records, grant reports, WM C cross-site database

Progress update: CSAP and the nine funded cooperative agreements have agreed on core outcome measures for the
cross-site analysis. Consensusisexpected in early 1999 regarding the core process measures. By December, 1998,
retrospective data have been provided by two grantees and baseline data were provided by eight grantees.
Retrospective data should include: human resource, employee assistance program (EAP)/family and employee
assistance program(FEAP), and claims data.

During Phase | of the study the nine study site evaluation teams focused their effortsin gaining full understanding
and knowledge of their collaborating worksites and the prevention/early intervention strategiesimplemented within
these worksites. . To date, al nine grantees have submitted their logic models to the coordinating center for review.
Phase |1 of the study has focused on developing the WM C core data set. At present, the steering committee has
reached a consensus on the common elements of the core data set to answer many of the progrants main outcome
guestions. The core data set includes records based data from the worksite, EAP, MCO, and other participating
entities. For asubset of the participating study sites, workplace employee surveys will also be administered to
collect datato be analyzed as part of the cross-site initiative.

Measure 2: Health car e utilization will increase as defined by pre-post intervention in prospective studies (FY 2000
target)

Rationale: Research indicates that there are a number of intervening and outcome variabl es obtai nabl e through health
claims datawhich areimportant in studying the success of substance abuse prevention and early intervention
programs in workplace managed care settings. Intervening variablesincluding data of birth, sex, marital status are
important to interpreting the data. Utilization and cost of emergency room services, utilization and cost of
urgent/emergency room services; utilization and cost of outpatient services; utilization and cost of inpatient services;
utilization and cost of substance abuse services and related medical conditions; utilization and cost of mental health
services, have been shown to be good predictors of the success of the substance abuse prevention/early
intervention programs. Health care utilization indicators include the relationship to subscriber, plan enrollment and
disenrollment dates, location of service, cost of service, and ICD-0 diagnosis codes will be used across the nine sites.
Financial outcome data have also been shown to be good predictors of the success of substance abuse
prevention/early intervention programs however the exact measures have not yet been finalized.

Baseline and target: To be defined.
Data sources. Employer and health care organization records; program survey is being developed.

Progress update: Grantees are beginning to collect retrospective data and baseline dataincluding: medical and
mental health utilization and costs, drug testing data and costs, and human resource data from secondary sources.
All nine funded grantees are currently preparing linkage files (human resources, employee assistance program, claims
data, survey data) to send collected datafor the cross site evaluation. Some preliminary evidence includes:

C G-4 has collected workers=s compensation claims, health care costs by 14 sitesfor 1996-1997 for more than
1,300 employeesindicating combined number of claims of 287 with arange of 0 - 35.1% filing for the two
years combined and healthcare costs of $708,053 for these claims. It built a retrospective database for 96
variablesincluding drug testing and is completing its analysis.

C G-8 has completed creating its al cohol abuse prevention web site to assess employeessrisk for alcohol
abuse/dependence which is designed as a prospective intervention; and analyzed retrospective health care
utilization data. They found for 1997 there were 28,765 covered lives with a prevalence of .118% having
substance abuse treatment needs. Preliminary analysis of OSHA 200 logs suggest 7.5% of the cases are
alcohol-related.

The retrospective datawill provide information and insight on the intervention strategies implemented at each
worksite prior to the onset of the WMC study. The data collection schedule for the HR, MCO, EAP record-based



datais expected once al test file procedures are complete and will continue on aquarterly basis. Test filesare
availablefor four grants; the remaining files should be available early Spring, 1999.

Goal 2: Promotethe adoption of best practices
a. CSAP Clearinghouse Program

Goal: Increase substance abuse and mental health public information dissemination activities.

Measures. Standard measures will be applied to this activity. In addition, the measures from the FY 1999 GPRA
performance plan, as modified below, will be applied during the transition to the new measures.

Program update/performance report: The new NCADI contract awarded on September 25, 1998, requires 10% of the
budget to be used for evaluation. Questions include such topics as customer satisfaction and whether and how
requestors have used the information received. NCADI is responding to the demand generated by the ONDCP
National Y outh Anti-Drug Media Campaign, which has stimulated twice the level of demand as compared to last year.
Also, NCADI has moved into call center operations 24 hours aday, 7 days aweek, to serve the ONDCP media
campaign as well as various CSAP public education campaigns (which have been adopted by the DHHS Secretary:s
Office), and has taken on responsibility for CSAT=-s National Treatment Helpline.

Measure 1: By FY 2000, increasethe number of information requestsreceived annually by 10% over the FY
1997 baseline ( FY 1999 tar get: 5% over FY 1997 baselineg).

Rationale: The distribution of SAMHSA/CSAP/CSAT, NIAAA, NIDA, Department of Education, Department of
Labor, and other organizational print and audiovisual resourcesto the prevention, intervention, and treatment field is

astandard measure for gauging the responsiveness to the public's need for information.

Items to be measured and reported include:

C the frequency of use of the following services of NCADI will increase by 5%: telephone; mail; PREVLINE
website (www.health.org); staff, walk-in visitors;

C related to the ONDCP media campaign in 1998, where did the requestor get the 800 number? when did the
requestor see/hear the advertisement? isthe requestor getting materials to help talk with a child about
substance abuse?

FY 1997 baseline: telephone: 13,750 requests per month; mail: 2,750 requests per month; Prevline: 1,100 requests per
month; staff, walk-in visitors: 733 requests per month

Data source/validity of data: The NCADI contract has several tracking systemsin place to account for the
processing of phone calls, mail, e-mail, staff requests, and visitors. Each of these measuresis reported to CSAP on a
monthly basis and includes analyses of trends over time.

Program update: The current level of demand for NCADI services during atypical month isreflected in the following
profile: 19,166 requests/month; 82 percent of inquiries are made by phone (523 calls/day); 8 percent by mail (51
orders daily); 8 percent by e-mail (51 electronic orders daily); and 2 percent by fax/in-person. The ONDCP National

Y outh Anti-drug Media Campaign, which was launched July 9, 1998, has had a significant impact on the number of
callsto NCADI. After thefirst two weeks of the campaign, the NCADI contract experienced a 121 percent increasein
caller volume as aresult of the mediaadvertising in 75 media markets. Historical records indicate that caller volume
increases steadily each year regardless of whether broad-based media efforts are implemented. As of December 1998,
ONDCP campaign=s media efforts has stimulated a doubling in demand for substance abuse information. Compared
to the same timeframein July last year, the increasein NCADI caller volumeis 220 percent. Thisincreased level of
caller volume is expected to continue to escalate dramatically as the ONDCP media campaign expandsits efforts.

Measure 2: In FY 2000, customer satisfaction will remain high (at least 85%). (FY 1999 target: customer
satisfaction will remain high at 85%).



Rationale: This measure offers direct feedback on the experience of customerstrying to access and use clearinghouse
services and resources. New measures will be added as additional services are implemented.

Baseline: FY 1997 customer satisfaction rate of 85 percent. FY 1998 customer satisfaction rates have exceeded 90
percent.

Data source/validity of data: NCADI staff draws arandom quality control sample from completed orders each month
and customers are called on an ongoing basis during the following month. A customer service satisfaction report is
generated every 6 months and submitted to CSAP. There are limitationsto the datain that nonrespondents represent
roughly 50% of the sample.

Program update: By FY 2000, it is expected that SAMHSA will have substantive qualitative and quantitative data on
the NCADI contract=s performance in areas such as customer service (e.g., courteous and timely response to
requests), marketing penetration of various products and services (e.g., audience impressions of radio and print
public service announcements), usage patterns of products and services (e.g., types of information being
downloaded from PREVLINE), and utility of products and services (e.g., how was the information used and wasiit as
intended). Currently, the NCADI contract has traditional tracking information (e.g., number of contacts, mode of
contact, number of website hits, number of publications shipped, general customer satisfaction assessments). While
helpful to describe levels of activity for the purpose of efficient resource allocation, the new NCADI contract is
refining its evaluation efforts to use performance measures that more directly impact Federal program directions and
activities.

b. National Public Education Efforts (linked to Y SAPI)

Goal: To raise public awareness about substance abuse prevention issues, and to promote healthy changesin
individual and group attitudes and behaviors.

Measures. Standard measures as well as the measures stated below will be used in this project.

Program update/performance report: There are currently three national media campaigns at various implementation
phases: the Reality Check! Marijuana campaign, the Girl Power! Campaign and the Positive Activities campaign.

The Reality Check campaign is a multimedia campaign designed to prevent new use and reduce existing use of
marijuanaamong 9- to 14-year olds. The Keeping Youth Drug-Free (Guide for Parents, Grandparents, Elders,
Mentors and Other Caregivers) was the second most requested product in November 1998 at NCADI with 7,905
requests. Outreach numbers by print, television, radio and the website are listed below:

The Girl Power! campaign continues to build public-private partnerships at the national, state, and local levelsto
expand the reach of the campaign. For example, the Girl Scouts have developed a Girl Power! Girl Scouts merit badge.
Working with CSAP, the Girl Scouts are devel oping the substance abuse prevention educational materials needed to
earn this new badge. Also, grass-roots Girl Power! promotional events with celebrity spokespersons such as
Dominique Dawes continue to flourish.

The Your time-- their future campaign, which emphasi zes positive activities, targets parents and caregivers of
youth ages 7-14 and is intended to encourage adults to become role models who can guide young people. CSAP
launched the campaign in October 1998 with Secretary Shalala as the key spokesperson. Radio live scripts and
English and Spanish video PSAs as well as supporting ancillary campaign materials are being distributed widely.

Measure 1: In FY 2000, therewill bea 5% increasein media placementsand media accessesto Prevline and
the phone system over the FY 1997 baseline.

Rationale: Indicator for success of marketing efforts to achieve ahigh level of mass media penetration. This activity
is used to establish and sustain relationships with a broad range of media. Placements and access can vary widely
according to media coverage of substance abuse issues. Regular communications with the mediaresultsin a steady



state of placements and access and a general awareness of SAMHSA/CSAP as aprimary resource for information.
When mediainterest in the issuesis high, the number of media contacts rises dramatically. One evaluation limitation
isthat the number of placements and access does not provide information on how well the information was received
by the intended target audience.

FY 1997 baseline: 5-15 percent response rate to media outreach efforts
Data source/validity of data: The NCADI contract has several tracking systemsin place to capture these data and
report them to CSAP on amonthly basis.

Program update: As acomponent of Y SAPI and as aresult of ONDCP:s significant investment in media approaches
to prevention, we do not anticipate a problem in achieving our measure 1 target.

Final budget appropriations may impact the achievement of identified objectives and targets.
c. Centersfor the Application of Prevention Technologies (CAPT)

Goal: To increase the number of scientifically defensible programs, practices, and policies adapted and sustained by
the state incentive grantees and their subrecipients.

Measures. ThisFY 1997 project will be examined for the feasibility of transition to new measures, in addition to the
measures stated below. The evaluation results of the National CAPT program will indicate achievement of goals
such as: increased accessibility to an application of proven substance abuse prevention strategies; expanded state
and local capacity in the substance abuse prevention knowledge application process; increased access to and use of
€l ectronic methods in the region; and established regional capacity for ongoing mentoring and coaching. The
National CAPT program also expectsto learn about the Ascience and art of knowledge application) For example,
which delivery methods are most effective in helping communities adopt and sustain the use of science-based
prevention programs, practices, and policies? What configurations of skill development and capacity-building
activities produced the greatest systems change?

Program update/performance report: The CAPT grantees are finalizing their process and outcome core measures. The
CAPT Stogether have designed an instrument to be used across sites by their State and substate customers. CAPT
grantees have attended several meetingsincluding several with their associated SIG states. Baseline data should be
available by the end of FY 1999 due to the lag time between CAPT awards and SIG grants and contracts to
subrecipients who will be users of the CAPT services.

Measure 1. By FY 2000, therewill be a 25% increasein the number of technical assistance contact hoursand a
25% increasein the number of prevention technologiesintroduced to all SIGsand their subrecipients.

Rationale: States require sound technical support to ensure that their selection of prevention strategies, programs
and policies (prevention technologies) are based on scientific evidence. These regional centers are designed to
provide the necessary support in conjunction with CSAP, other HHS agencies such as NIDA and NIAAA, and other
departments such as Justice and Education. Theintent isto increase the number of proven prevention technologies
adopted at the community level; assess how well the technology transfer activities were implemented; and provide
ongoing technical assistance and capacity-building to these communities to ensure their successful adoption of
prevention technol ogies.

Baselinefor FY 1998: Being established as both the State Incentive program and the CAPT program start up.

Data source/validity of data: CAPT common data evaluation set will be based on an originally devel oped survey of
CAPT users.

Program update: To ensure that the program needs of States and communities are met, the National CAPT program
tailorsits capacity-building services. From theindividual level through comprehensive systemic change at the
community/state/regional level, the National CAPT program is committed to working together with community and



State organizations to design technical assistance and skill development servicesthat will significantly enhance their
respective prevention systems as well asthe overall prevention infrastructure across the region. Because of the
regional nature of the CAPTs organization, we expect that the close working relationships and responsiveness to our
regional customerswill result in the targeted increases described in measure 1.

Measure 2: By FY 2000, past month substance use will decrease by 15% from the baseline among youth ages
12-17 (Y SAPI measure).

Rationale: Comprehensive public education efforts can effect a change in the perception of harm and associated drug
use by youth 12-17 yearsold.

FY 1997 baseline: FY 1995 NHSDA rates and FY 1998 individual State ratesfor alcohoal, illicit drugs and tobacco.

Data source/validity of data: NIDA Monitoring the Future National High School Survey and SAMHSA National
Household Survey on Drug Abuse. These are national surveyswith known and established reliability and validity.

Program update: To get research findingsinto practical use at thelocal level, SAMHSA/CSAP uses an integrated
delivery approach (i.e., knowledge devel opmentC>knowledge synthesis C>knowledge disseminationC>knowledge
application). Initially, new research information must be synthesized and repackaged for different types of userse.g.,
ranging from prevention professionals to community activists (e.g. SAMHSA/CSAPs Nationa Center for the
Advancement of Prevention). Information is then disseminated through multiple communication channels e.g., print,
radio, tv, Internet, exhibits, to introduce it into the prevention field ( SAMHSA =s substance abuse and mental health
clearinghouses, and media services). However, provision of information alone does not cause behavioral change. In
order to effectively bring about changes which will significantly enhance the delivery of substance abuse prevention
services at the local level, the National CAPT progrants knowledge application services (i.e., applying prevention
that works) complete the cycle. The CAPTs program is one of the components of the integrated and simultaneously
implemented Y SAPI components that together will prove successful in achieving our target in measure 2.

Goal 4: No programs highlighted prior to FY 2000.



Center for Substance Abuse Treatment

Note: The table which follows lists all significant Center for Substance Abuse Treatment (CSAT) programs. Many
programs, especially Knowledge Devel opment and Knowledge Application programs, are time-limited. Some are
ongoing. Thetableidentifiesthe fiscal year (FY) each program began and the FY the program will be completed.
Time-limited programs generally arefirst reported in the GPRA plan section of the Budget Submission once baselines
have been determined, targets set, and update data are being collected. Final reporting of these programs generally
occurs one to two years following completion of the program.

Summary information on how proposed or newly initiated programs are to be measured may be found in the budget

narrative section of the Budget Submission.

First Funded First Completed First Reported
Goal 1: Bridging the Gap

Treating Adult Marijuana Users FY 1996 FY 1999 FY 2001
Wraparound Services FY 1996 FY 1999 FY 2001
Managed Care/Adults FY 1996 FY 1999 FY 2001
Homel essness Prevention FY 1996 FY 1999 FY 2001
Managed Care/Teens FY 1997 FY 2000 FY 2002
Criminal Justice Diversion FY 1997 FY 2000 FY 2002
Treating Teen MarijuanaUsers FY 1997 FY 2000 FY 2002
Starting Early, Starting Smart FY 1997 FY 2001 FY 2003
Exemplary Treatment Models FY 1998 FY 2001 FY 2003
Women and Violence FY 1998 FY 2003 FY 2005
Treating M ethamphetamine Use FY 1998 FY 2001 FY 2003
Treating Teen Alcohol Use FY 1998 FY 2003 FY 2005
SA/MH in Aging Populations FY 1998 FY 2001 FY 2003

Goal 2: Promoting the Adoption of Best Practices

Product Develop. and Dissem. FY 1999 ongoing ongoing
Addiction Tech. Transfer Centers FY 1998 ongoing ongoing
National Leadership Institute FY 1997 ongoing ongoing
Community Action Grants FY 1998 ongoing ongoing

Goal 3: Assure Service Availability/Meet |dentified Needs

SA P&T Block Grant ongoing ongoing ongoing
Targeted Capacity Expansion FY 1998 ongoing ongoing

Goal 4: Enhance System Performance

State Treatment Needs Assessment FY 1992 ongoing ongoing
TOPPS FY 1998 ongoing ongoing



Goal 3: Assure services availability/M eet tar geted needs
a. CSAT Substance Abuse Prevention and Treatment (SAPT) Block Grant

Goal: Thelegislative purpose of the SAPT Block Grant Program isto provide funding to Statesin support of
treatment and prevention services for persons at risk of or abusing alcohol and other drugs. The Substance Abuse
Prevention and Treatment Block Grant (SAPTBG) is the cornerstone of the States: substance abuse programs,
accounting for 40 percent of public funds expended for treatment and prevention (FY 1995). In 19 States (FY 1997),
the grant provides the majority of funding available to support substance abuse treatment services. Thisvital
program isindispensable to State efforts to maintain viable treatment capacities and to respond to the needs of those
citizens who are greatest risk for alcohol and drug abuse.

CSAT isfunding activities toward the development of outcome measures to assist the Statesin monitoring and
evaluating substance abuse treatment services. In FY 1997, CSAT awarded 14 contracts to Single State Agencies
under the Treatment Outcomes and Performance Pilot Studies (TOPPS) for the purposes of determining whether or
not exportable models of outcome studies could be developed. In 1997 and 1998, the Office of the Administrator and
CSAT convened meetings of Stateswith NASADAD to identify promising outcome measures. The meeting
produced the following preliminary list of common domains/indicators that are under review by the SSA's. This
processis being coordinated with the TOPPS I initiative.

Domain | - Effectiveness
A. Indicator Areas-Health Status
Suggested bases for measurement
1. Physical Health
a) Emergency Room visits
b) Hospital admissions
¢) Hospitalization days
d) Addictions Severity Index (ASI) health status (or equivalent)
€) Medical outpatient visits
f) Prenatal visits
2. Mental Health
a) Emergency Room psychiatric visits
b) ASI psychosocial health status or equivalent
¢) Outpatient psychiatric visits
d) Psychiatric hospitalizations
€) Psychiatric hospitalization days

B. Indicator Areas- Economic self-sufficiency
Suggested bases for measurement:
1. Legd income
2. Employment status
3. Use of public assistance
4. School: dropouts/suspension/grades(youth only)
5. Literacy (adultsonly)

C. Indicator Areas- Social Supports and Functioning Suggested
Suggested bases for measurement:
1. Living arrangements
2. Arrests/Juvenile justice
3. Sf report crime-days
4. Incarceration
5. Legal status
6. ASI social support indicators
7. Child welfare



D. Indicator Areas- Substance Use
Suggested bases for measurement:
1. See Treatment Episode Data Set (TEDS)
2. See Methadone Treatment Quality Assurance System (MTQAS)
3. ASI AOD use or equivalent

Domain |1 - Efficiency
A. Indicator Areas- Access
Suggested bases for measurement:
1. Penetration
2. Utilization
3. Wait times

B. Indicator Areas- Retention
Suggested bases for measurement:
1. Completion rates
2. Length of stay (American Medical Association rates)
3. Ruleviolation/discharges

C. Indicator Areas- Costs of Services
Suggested bases for measurement:
1. Unit costs
2. Episode costs

D. Indicator Areas- Appropriateness
Suggested bases for measurement:
1. To be developed

Domain Il - Structure
A. Indicator Areas- Service capacity/description
Suggested bases for measurement:
1. To be developed

B. Indicator Areas- Data capabilities
Suggested bases for measurements:
1. To be developed

C. Indicator Areas- Workforce competence
Suggested bases for measurements:
1. To be developed

D. Indicator Areas- Demographics
Suggested bases for measurements:
1. To be developed

E. Indicator Areas- Client Characteristics
Suggested bases for measurements:
1. To bedeveloped

The awardees of TOPPS pilot projects are expected to cooperatively agree on a core set of performance and outcome
measures, comparable across States, piloting those measures and beginning to collect performance and outcome data
in those states. Asindicated earlier, once this pilot work begins producing results, they will be highlighted in our
GPRA reports. I1n addition, we will begin moving toward incorporating them into the standard block grant reporting



forms.

Measures: Standard SAMHSA outcome measures will be applied to this program. Pilot baseline measures for
outcomes will be availablein FY 2000. Targetswill be set at that time. In addition, several measures from the FY 1999
GPRA Performance Plan will be used during the transition to the new measures.

Measure 1. Overarching SAMHSA outcomeindicatorsfor adults and adolescentsreceiving substance abuse
treatment will bereported voluntarily by those stateswho can as part of the FY 2000 block grant applications, as
follows:

1) Over the past year, percent of adults receiving servicesincreased who:
a. were currently employed or engaged in productive activities
b. had a permanent placeto live in the community
¢. had no/reduced involvement with the criminal justice system
d. experienced no/ reduced alcohol or illegal drug related health, behavior, or social consequences
e. had no past month substance abuse

2) Over the past year, percent of children/adolescents under age 18 receiving servicesincreased who:
a. were attending school
b. wereresiding in astable living environment
¢. had no/reduced involvement in the juvenile justice system
d. had no past month use of acohol or illegal drugs (population datalimited to 12-17 year olds)
e. experienced no/reduced substance abuse related health, behavior, or social consequences

Rationale: On avoluntary basisinformation will be solicited in anondirective format in the OMB approved Block
Grant Application. Initial experiencein FY 2000 will identify the need for additional improvementsto data
infrastructure.

Baseline: Baseline datawill be availablein thefall of 2000.

FY 2001 Target: To be developed.

Data Source/Validity of Data: Datawill be reported by States indicating sources within states.
Date expected: December 2000.

Measure 2: Develop and implement performance and outcome measuresfor the SAPT block grant (seealso
Goal 4: TOPPS)

Rationale: Theidentification of performance and outcome measures for both the mental health and substance abuse
block grant programs has been identified as a critical need. However, because the reporting of outcome information
cannot be mandated for the block grant, the identification and acceptance of the outcome measures must be
accomplished through a collaborative partnership. Such an approach requires time to implement and complete; the
Treatment Outcome Pilot Projects (TOPPS) and other activities are in place to accomplish thisgoal. Targetsin this
areawill, of necessity, be qualitative until a set of measuresis developed and accepted by the states. After that,
performance will be measured by the proportion of states submitting outcome data.

FY 1997 baseline FY 1998 Target FY 1998 actual FY 1999 Target FY 2000 Target

0 outcome Outcome General agreement on || Instrumentswill be Initial datawill be
measures tested; domains domains has been selected and pilot- collected and analyzed,;




preliminary selected; reached with the testing begunin reliability and validity

discussions held instrument states; work is selected states. will be assessed in the
selection continuing participating states.
underway

Data Source/Validity of Data: Ultimately, each State will determine how the information isto be collected and
analyzed. Aswith earlier performance indicators, States will report thisinformation in the applications and the
reliability and validity will be assessed through project monitoring and periodic compliance reviews.

Progressto date: Initial TOPPS projects were funded at the end of FY 1997; TOPPS |1 projects were funded in
September, 1998. Information domains and measures have been identified and instruments for data collection are
being discussed.

Basdline: Baseline datawill be availablein FY 2000
FY 2000 Target: To be devel oped.

Data Source/Validity of Data: State Substance Abuse systems will collect this data each year. Data accuracy will be
assessed in the TOPPS 1 projects (see Goal 4).

Date Expected: December 2000
Measure 3: Increase proportion of Statesthat express satisfaction with technical assistance provided.
Rationale: Customer satisfaction isagood measure of the responsiveness and utility of SAMHSA s information and

technical assistance efforts. A global satisfaction measure that includes these componentsis being developed and
will be used in future years.

FY 1998 FY 1999 Target FY 2000 Target
(to date)
See below TBD TBD

Data Source/Validity of Data: Data source will be asurvey of the States. Reliability and validity will be assessed
when the survey is developed.

Progressto date: A customer feedback system was designed and piloted with 14 Statesin FY 1998. Expressions of
satisfaction, viainformal telephone interviews conducted by staff of an independent contractor, indicated avery high
degree of satisfaction with the technical assistance provided and al so suggested some improvements. Based upon
this feedback, setting the FY 1999 and FY 2000 target at 85% is reasonable.

Measure 4: Increase proportion of TA eventsthat result in appropriate systems, program, and/or practice
change(s).

Rationale: Theimpact of technical assistance should be measured by changes that occur (or are maintained) in those
systems, programs or practices which were addressed during the course of the technical assistance activity.
Technical assistance which is off-point, too esoteric for implementation, or otherwise not practical and applicable will
not result in lasting improvementsin the treatment system.

FY 1998 Target FY 1998 actual FY 1999 Target FY 2000 Target
(to date)




See below See below Baseline assessment || Will be set |ater

Data Source/Validity of Data: Data sources which are consonant with the selected measures will be selected and the
validity and quality of dataavailable will be ascertained as part of the selection process.

Progressto date: SAMHSA, in partnership with the field, began devel oping appropriate measures and data sources
for thisactivity in FY 1998 (see discussion of Theme 2 earlier) aswell as a methodology to ensure that the data are
gathered without significant delay or burden to the recipients of TA. With regard to the SAPT BG, asystem for
ongoing feedback on the impact of CSAT technical assistance resources on State systemsis under development. A
component of that effort will be follow-up several months after the delivery of technical assistance to determine
impact. This system will generate data compatible with that developed in the SAMHSA-wide effort related to Theme
2. Targetswill be set once the baseline is known--sometimein FY 1999,

b. Targeted Capacity Expansion

This program addresses gaps in treatment capacity by supporting rapid and strategic responses to demand for
alcohol and drug abuse treatment services.

Progress Report: This activity was funded for the first timein September, 1998. Each grantee in the program will be
expected to report regularly on the number of clients served, the services provided, and the outcomes of those
services. The granteeswill also be required to compare this datato their estimates of the need for servicesand to
demonstrate that they were having the expected impact on the need for services. Data on the estimated numbers of
clients to be served will be reported in next year:s report with data on the extent to which projects met those
projectionsin the following year.

Measure 1: Proportion of estimated clientsto be served /actually served

Rationale: This activity isintended to help communities meet unmet needs for substance abuse treatment
services. The extent to which they meet those needs is one measure of the success of this
program.

Baseline: Estimated numbersto be served will be available next year; a baseline will be provided the

following year and atarget set.
Target: To be determined.

Measure 2: Standard SAMHSA core outcome measures

Goal 1. Bridgethe gap between knowledge and practice

Knowledge Development activities yield new information that can be used by the substance abuse treatment field to
improve the efficiency or effectiveness of substance abuse treatment. The critical outcome of these activitiesisthat
knowledge is generated and that it is potentially useful.

a. Treating Adult MarijuanaUsers

Goal: Thisstudy is designed to enhance knowledge about treating adult abusers of marijuana- the most widely used
and abused illicit substance in the United States. This study builds on previously executed clinical trials, the target
population of which was predominantly male, white, and middle-class, and seeks to expand the knowledge base by
determining whether or not the same brief intervention could be effective among those sub-populations that are
typically found in public sector treatment facilities --i.e., both male and female, mostly minority, typically under-
educated and either unemployed or under-employed.



Progress Report: The end of treatment evaluation and the 4-month eval uation have been completed. The 9-month
follow-up hasrecently beeninitiated. A 12- to 15-month follow-up evaluation will be initiated in several months
based on CSAT providing asmall supplement. At this point thislatter evaluation will be abbreviated and via
telephone. It should be noted that outcomes of the Waiting List group are only determined at the 4-month follow-up
evaluation.

Measure 1: Coordinating Center will submit copies of thetwo clinical intervention manuals, with annotations
of Alessons lear ned duringthe conduct of thefield portion of this project.

Rationale: In addition to generating findings on the relative effectiveness (or lack thereof) of brief interventions on
marijuana users, this project expects to generate one or more intervention models that can be disseminated to
clinicians throughout the country (assuming that the findings are in the predicted positive direction). Two
intervention manuals, and associated annotations, will be delivered. These products will be reviewed as candidates
for national dissemination, expanded clinical training, and further evaluation of the impact that brief interventions
might have in addressing critical treatment needs.

FY 1998 Basdline: No manuals.
FY 1999 Target: A document will be developed by September 1999.

Data Source/Validity of Data: Project records will document activities of the Coordinating Center.

Progress report: Manuals were completed in August, 1998. They are being reviewed and dissemination plans
developed. Completion of this activity was accomplished ahead of schedule and will be dropped in future report.

Measure 2 (new FY 2000): Across subpopulations, clients provided 12 weeks of treatment will have better outcomes
than those provided 6 weeks of treatment.

Rationale: Asindicated above, the previous research in this areaindicates that 12 weeks of treatment has better
results than 6 weeks but the individuals involved in those studies did not include large number of minority or female
clients. Once completed, this study will provide evidence of effectiveness across a number of important
subpopulations.

FY 1998 Baseline: Baseline, end-of-treatment, and 4 month data collection have been completed but not analyzed yet.
Target: To be determined.

Data Source/Validity of Data: Datais being collected with standard instruments administered to the clients by trained
interviewers.

Progressreport: Interim findings should be available for next years report.

b. Wraparound Servicesfor Clientsin Non-residential Substance Abuse Treatment Programs. Evaluating
Utility and Cogt effectivenessin the Context of Changesin Health Care Financing.

Goal: Thisstudy is designed to enhance knowledge about the effects on treatment outcomes from non-residential
substance abuse treatment due to provision of wrap around services (e.g., child care, advisory legal services,
transportation, vocational training, educational services). If outcomes can be shown to be demonstrably improved
when needs for wrap around services are metCin addition to the fundamental need for substance abuse
treatmentCand if those services can also be shown to be cost-effective, then the treatment field will have credible
evidence with which to negotiate for the provision of those services through managed care architectures.

Progress Report: While the data collection is still underway, some preliminary informationis available.

C The most frequently used wrap-around services used were transportation, educational services, and mental



health services.

C Theindividuals who used the wraparound services tended to be single (36.7%), male (55%), Caucasian
(66.1% vs 30.9% African American) and high school graduates (78.9%). 53% had some criminal justice
involvement and 58.2% had income from wages.

C Predictors of acute problems from alcohol include insurance/payor difficulties, housing needs, and
education needs.
C Contrary to belief in adual system (public and private), there are seven subsystems with little interaction:

private client, employed, insured; public client, poor, without insurance; active duty military and
dependents; veterans; incarcerated; community-based with criminal justice status; and other (e.g., Native
Americans, rural clients).

C Some initial assumptions changed during the study: (1) The Atreatment system@ is more an uncoordinated
collection of providers; (2) The 2-tiered system of care (above) isactually amulti-tiered collection of
providers serving different populations; and (3) The Aservice system) is actually aweb of interagency
relationships.

C Examples of barriersinclude: (1) County level: interagency isolation, competition for clients and resources;
agency bias against substance abuse clients; reluctance of rural counties to spend scarce county money
Aout of county@ for services; (2) Program level: lack of knowledge of available services; inadequate services
needs assessment; productivity emphasis discourages referral activities; long waits for services; and
paperwork; services office-based, creating accessibility barriers; and (3) Client level: low client cognitive
capacity and tolerance of paperwork; inability to focus on service-related needsin early recovery phase;
crisis orientation; resentment at multiple assessments; perceived discrimination; lack of necessary
conditions for service access (e.g., transportation); independent attitude and pride; need for external
pressure for motivation.

Analyseswill be continuing over the next year.
Measure 1 (FY 1999): Coordinating Center will develop and apply statistical models.

Rationale: The overarching goal of the program depends on the devel opment of appropriate statistical models which
are then applied to the clinical and programmatic databases.

FY 1998 Baseline: New project; not applicable.
Data Source/Validity of Data: Project records will document progress of statistical work.

Progress Report: Statistical model development is scheduled for completion no later than 30 June 1999. Application
of modelsfor core study questions will be completed no later than 30 September 1999. This measure will be dropped
once compl eted.

Measure 2: 100% of final reportswith findings, documented databases, and statistical modelsare
transmitted to CSAT, and theresultsare validated by objectivereview.

Rationale: Credible scientific findings must be able to withstand scrutiny by external experts who are familiar not only
with the theoretical bases of the research but who are also able to independently validate the conclusions drawn by
that research.

FY 1998 Baseline: New project; not applicable.
Data Source/Validity of Data: Project recordswill document progress.

Progress report: Data collection is compl ete; data bases are partially documented; complete final report isto be



submitted to CSAT no later than 30 September 1999. This measure will be replaced in the future by the Theme 1
crosscutting measure defined earlier and will be reported oninthe FY 2001 GPRA performance report.

Measure 3: Clientsreceiving wrap-around serviceswill have better outcomesthan clientswho receive
substance abuse treatment alone (new FY 2000).

FY 1999 Baseline: Until baseline data collection is completed, no information is available.

Target: To be determined.

Data Source/Validity of Data: Data collection with standard instruments administered to the clients by trained
interviewers has just been compl eted.

Progress report: Baseline data should be available for next years report.

C. Treating Teen Marijuana Users

Measure 1: Clientstreated with all five modelswill have significantly reduced marijuana use but none of the
treatment will be mor e effective than the others.

Rationale: Asindicated above, the previous research in this areaindicates that all five interventions should be
effective but only little evidence of their relative effectiveness exists.

FY 1999 Baseline: Until baseline data collection is completed in FY 1999, no information is available.
Target: To be determined.

Data Source/Validity of Data: Datawill be collected with standard instruments administered to the clients by trained
interviewers.

Progress report: Baseline data should be available for next years report.

d. Starting Early, Starting Smart (with CMHS and CSAP)

Starting Early, Starting Smart, a SAMHSA-wide program, is developing and testing a comprehensive approach for at-
risk families and children. In addition to the measures reported in the CSAP portion of the GPRA plan for this
activity, CSAT istracking the following measures:

Measure 1: All member s of familieswho areidentified as substance abuserswill be offered treatment.

Rationale: One of critical risk factorsfor later substance abuse in children is substance abuse in the family.

FY 1999 Baseline: Per the CSAP description, data collection should begin shortly and will not be available until
baseline data collection is completed.

Target: To be determined.

Data Source/Validity of Data: Datawill be collected with standard instruments administered to the clients by trained
interviewers.

Progress report: Some baseline data should be available for next years report.

Measure 2: 50% of those family member s provided substance abuse treatment will havereduced substance
useat oneyear follow-up.

Rationale: Experience with arange of substance abuse treatment strategies suggests that 50% of those treated



having reduced substance use is areasonabl e target.
FY 1999 Baseline: Until baseline data collection is completed in FY 1999, no information is available.
Target: To be determined.

Data Source/Validity of Data: Datawill be collected with standard instruments administered to the clients by trained
interviewers.

Progress report: Follow-up datawill not be available before FY 2001.

Goal 2: Promotethe adoption of best practices
a Addiction Technology Transfer Centers
The Addiction Technology Transfer Centers (ATTCs) are acritical component of CSAT=-s overall strategy for
promoting the adoption of best practicesin substance abuse treatment. Created in FY 1993, the original ATTCs
included 11 geographically dispersed grantees covering 24 States and Puerto Rico who received their final funding in
FY 1997. CSAT funded anew set of 14 granteesin September, 1998 to continue thisimportant work in amore
comprehensive and integrated way.
Measure 1: After an initial start-up phase, maintain training at 12,000 individuals per year
Rationale: Historically, the ATTCS have been able to provide training to approximately 12,000 individuals each fiscal
year. Given that substance abuse treatment professionalstrained in the best treatment strategies available should
provide more effective treatment, improving the skills of substance abuse professionals should improve the overall
effectiveness of treatment.
Basdline: In FY 1997, 12,000 individual s received training from the ATTCS.
Target: Because of start-up time, the FY 1999 target is 9,000 individuals. In FY 2000, 12,000 individuals will be trained.

Measure 2: Develop and implement nationally recognized standardsfor education and training for substance
abusetreatment professionals (ONDCP Target 3.4.1)

Rationale: Adopting uniform standards based on best practices will assurethat al clients have access to well
trained, effective substance abuse professionals.

Baseline: No States.
Target: All stateswill have adopted standards by FY 2002.

Progress Report:  New activity



Goal 4: Enhance Service System Performance
a State Needs Assessment and Resour ce Allocation Program

Progress Report: 40 states currently have contracts from CSAT to conduct needs assessment studies in support of
their block grant planning and reporting; 23 of those states have successfully completed one round of studies and
are conducting a second set at thistime. The success of this ongoing program isreflected in the statess ability to
provide the datarequired by the statute.

Measure: Proportion of BG applications which include needs assessment data from CSAT needs
assessment program.

Rationale: One of the statutory requirements for the SAPT block grant isthat states base their planning for the use of
BG funds on needs assessments within the state. For the past five years, CSAT has provided direct technical
assistance (in dollars and personnel) to single state agencies to engage in state-based needs assessment activities.
The block grant application requires that states be able to array need-for-treatment data using sub-state planning
regions asthe basic unit of analysis. Every state, and most territories have now received at least one award in this
area, and each state which has completed a core of basic studiesis encouraged to use those state-generated data
sets as the basis of their block grant applications. A measure of the success of this activity isthe proportion of
states that do include this information; targets are based on the proportion of states who should have completed at
least an initial round of needs assessment studies.

FY 1998 Target FY 1998 actual FY 1999 Target FY 2000 Target

42% 57% 65% 65%

Data Source/Validity of Data: Datawill be collected viathe Block Grant Application System. Validity of the data
under this system isreviewed as part of the approval of funding. In addition, reviews of the data are done as part of
acyclical compliance review process required by statute.

Progress Report: The proportion of states that submitted needs assessment data as part of their applications
exceeded the FY 1998 target. Inthe coming year, CSAT will continue to work collaboratively with the Statesto
increase the proportion of those who have completed their initial needs assessment studies to report that datain their
applications.

b. Treatment Outcomes and Performance Pilot Studies

Progress Report: The activity was funded in September, 1998.

Measure 1: Reach agreement on the standar dized approach within oneyear of funding.

Rationale: This collaborative program between the States and CSAT will develop a standardized approach that can be
used across States to monitor the outcomes of substance abuse treatment in block grant funded providers. The
development of a standardized approach isthe first step in the process.

FY 1998 Baseline: Agreement on domains.

Target: Standardized approach to be developed by September, 1999.

Data Source/Validity of Data: Project records will document the agreements.

Measure 2: Number of statesincor porating the standar dized outcome measuresinto their SAPT Block Grant
process



Rationale: As an infrastructure development activity, the goal isto develop an approach that isfeasible and
adoptable by all of the States. Complete adoption by all Stateswill take some time but annual progress should be
monitored.

FY 1999 Baseline: Until baseline data collection is completed in FY 1999, no information is available.

Target: Within one year following completion of the activity (FY 2001), eight States will have adopted the
standardized approach.

Data Source/Validity of Data: Datawill be collected by community-based providers using standard instruments
administered to the clients by trained interviewers.



Office of Applied Studies
Projects
Goal 4: Enhance service system performance
a. Expanded National Household Survey on Drug Abuse (NHSDA)

Goal: To provide estimates of the prevalence of substance abuse at the national level, and in the 50 States and the
District of Columbia.

Program Update: A contract was awarded in FY 1998, which will ensure the availability of a data collection systemin
calendar year 1999.

Measure 1: Availability of data collection system in calendar year 1999.

Rationale: The product of thisinitiative will be relevant, accurate data to be used as performance measures by the
Office of National Drug Control Policy and other Federal and State agencies engaged in efforts to reduce substance
abuse. Thisrequiresthe availability of adata collection system.

FY 98 Basdline: New initiative.

Measure 2: Availability and timeliness of datain calendar year 2000.

Rationale: Thiswill be measured in the number of months between close of the relevant time period for data
collection and the availability of datain print and electronic form. Thefirst datafrom theinitiative will be collected in
calendar 1999, and will be available in calendar 2000.

FY 98 Basdline:  New initiative.

b. Drug Abuse Warning Network (DAWN)

Goal: To provide estimates of drug-related emergency department visits at the national level, and for 21 large
metropolitan areas.

Measure: Availability and timeliness of data.

Rationale: Thiswill be measured in the number of months between close of the relevant time period for data collection
and the availability of datain print and electronic form. This measure will be taken annually, using FY 1998 asthe
baseline. Once abaselineis established, specific target goals will be determined.

c. Drug Abuse Services|Information System (DASIS)

Goal: To provide information on the services available for substance abuse treatment in the United States, and on the
characteristics of patients admitted to treatment.

Measure: Availability and timeliness of data.
Rationale: Thiswill be measured in the number of months between close of the relevant time period for data collection
and the availability of datain print and electronic form. This measure will be taken annually, using FY 1998 asthe

baseline. Once abaselineis established, specific target goals will be determined.

FY 98 baseline: Information for the baselineis not yet available.






Office of Managed Care, Office of the Administrator
Goal: Promote the availability of effective servicesto persons enrolled in managed care.
Measure 1: Publication of ninereportson managed mental health and substance abuse services

Rationale: Asthe nation's mental health and substance abuse prevention and treatment systems are being
transformed by managed care, it is essential that SAMHSA track and report devel opments, problems, and successful
projects so that successful experiments can be replicated and problems can be avoided. No authoritative,
consolidated source of information existsin the Federal government or el sewhere that provides an easily accessible
source of knowledge about utilization, costs, consumer and provider characteristics and outcomes from the myriad
changes being introduced throughout the MH/SA field by managed care.

1998 Progress Update:

C An actuarial study of the costs of implementing mental health and substance abuse parity coverage at
varying levels of intensity of management of care published April, 1998.

C Two evaluation studies published of legal issuesin Medicaid managed behavioral health care contracts
(April, 1997; April, 1998)

C One evaluation study of legal issuesin contracts between managed care organizations and community-
based mental health and substance abuse agencies (April, 1998)

C Six technical assistance publications have been published: (1) ethical issuesfor behavioral health care

practitioners and organizations in amanaged care environment; (2) risk management; (3) designing
substance abuse and mental health capitation projects; (4) aguide for MH/SA providersin negotiating
managed care contracts; (5) partnersin change: a consumers: guide to managed care contracts; (6) aguide
for providers of MH/SA servicesin managed care contracting.

C Two newsl etters have been published from the SAMHSA managed care tracking project, and a summary of
public managed care servicesin each State through July 1, 1998 is under Departmental clearance review.

Measure 2: Coalitions of community MH/SA agenciesfor consumers, families, and advocatesfor personswho
arementally ill or substance abusers, and for State and county M H/SA and Medicaid agencieswill receivetraining
on managed MH/SA issuesthat they haveidentified aspriorities, and at least 80% will report satisfaction with the
training and a commitment to use their new knowledge and sKills.

Rationale: Learning from health care reforms needs to be shared, and skills taught to enable consumers, families,
providers, MCOs, and purchasers to make best use of the new options that managed care makes available.

FY 1997 Baseline: Little systematic training is being done for MH/SA provider organizations, consumers and families,
and joint training of State and county MH/SA and Medicaid officials; information regarding success of training is not
available.

Data Source/Validity of Data: Satisfaction and commitment to use reports will be derived from a survey of
participation in training offered to at least 15 state-wide coalitions of community MH/SA agencies; 15 national and
state-wide coalitions of consumers, families, and advocates for persons who are mentally ill or substance abusers or
who are at risk for these disorders; and all 50 State mental health, substance abuse, and Medicaid agencies.

1998 Progress Update:

C In 1998, SAMHSA and its Centers: Offices of Managed Care have cosponsored 6 training conferences with
the Institute for Behavioral Health care. Participant evaluations of the utility of the training exceed 85%
satisfied or highly satisfied.

C In June, 1998, SAMHSA is co-sponsoring two major training conferences with the Institute for Behavioral
Health care: A criminal justice and managed care summit, and a summit on quality improvement and



performance standards.

C Training on managed care procurement and contract monitoring for consumers, families, and advocates will
be held in at least 20 States through 1998 using SAMHSA developed materials. A dissemination strategy
has been devel oped that has included input from direct consumers and families who participated in
developing the contracting guide.

C A series of 20 managed care training programs for State-wide coalitions of mental health and substance
abuse agencies has been set up by SAMHSA that will work with the Legal Action Center and the National
Council for Community Behaviora Health care.

C SAMHSA has scheduled four regional training programs on managed behavioral health care contracting for
State MH/SA and Medicaid agencies and for County behavioral health officials through the summer and
early fall, 1998.

Measure 3: In at least ten Stateswith active public managed MH/SA systems, representatives of consumer

and family organizations contacted by the SAMHSA Public Managed Care Monitoring and Tracking Project will
report satisfaction with their involvement in M C procur ement, contracting and monitoring.

Rationale: Consumers and family members have made very important contributions to Federal, State, and county
MH/SA systems over the last decade. However, consumers and their advocates report being extremely frustrated by
their lack of involvement in managed care systems and generally feel that their needs are not being well served.
SAMHSA supports efforts to devel op service systems that are responsive to the needs of consumers, and involve
consumersin treatment decisions, and in program planning, decision making, and evaluation.

Baseline: Results of studiesto date are not consistent.
Data Source/Validity of Datac The SAMHSA Public Managed Care Monitoring and Tracking Project will beginin FY

1998 to systematically assess consumer and family organization satisfaction with their participation in planning,
implementing and monitoring MH/SA managed care.

1998 Progress Update:

C Intensive training was provided for consumer and family representatives who areinvolved in reviewing
Arkansas M edicaid managed care proposals.

C Assessment of consumer/family involvement in children managed behavioral health care planning indicates

general satisfaction in 4 of 10 Statesintensively studied.

Measure 4: Release of detailed managed MH/SA quality management and accr editation guiddines by
SAMHSA, and use of these guidelines by at least half of the States negotiating M edicaid M H/SA managed care
contracts.

Rationale: Thereisno agreed-upon standard for quality management of MH/SA managed care systemsthat the
Federal government and States use. Thisis aproblem identified in the GWU studies of Medicaid managed care
contracts that may contribute to limited access, consumer grievances, and poor outcomes. NCQA, JCAHO, CARF,
COA, and Federal purchasers (DOD, DVA, Medicare) are developing and testing MH/SA managed care accreditation
and quality management guidelines.

Data Source/Validity of Data: The Public Managed Care Monitoring and Tracking Project will survey quality
management and accreditation standards used by States. The annual GWU legal analysis of Medicaid MH/SA MC
contracts will track inclusion of standardsin RFPs, contracts, and contract amendments.

1998 Progress Update:
C The GWU review of Medicaid managed behavioral health care contracts current through the beginning of

1997 found little improvement from the baseline 1995 survey.
C SAMHSA actively participated with HCFA in developing Quality Improvement Standards for Managed Care



(QISMC), which will be the accreditation standards for Medicare and Medicaid managed care. SAMHSA is
jointly developing with HCFA implementation guidelines for QISMC and training programs for State officials
and Peer Review Organizations. Training eventswill be scheduled starting January, 1999.

The GWU review of Medicaid contracts current through 1998 will assess use of quality management
standards. It isnot expected that changes will be seen until the 1999 or 2000 surveys.



